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‘BEATING THE BLUES’ IS A COGNITIVE BASED 
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INTRODUCTION
The introduction of NICE guidelines has been instrumental in the implementation of a Stepped care approach 
within primary care services. The NICE guidelines for depression state that the stepped care framework 'aims to 
match the needs o f  people with depression to the most appropriate services, depending on the characteristics o f  
their illness and their personal and social circumstances. Each step represents increased complexity o f  
intervention, with higher steps assuming interventions in previous steps'. In total there are five steps within this 
framework, however the first three steps are recognised to occur within the primary care setting. These three 
include 1: The Recognition of depression, 2: Treatment of mild depression and 3: Treatment of moderate to 
severe depression.
Depression is one of the most common psychological problems and imposes large economic and social burdens 
(McCrone et al, 2004). An independent policy review on the development of primary care mental health y 
services by the Sainsbury Centre for Mental Health states that primary care and mental health services suffer 
from a lack of sufficient resources to meet the expectations of both Government and Service Users for such 
problems. Most primary health care teams feel they struggle to manage current workload and long waiting lists 
demonstrate this problem. The high presentation of individuals suffering from mental health problems has 
placed increasing pressure on therapists to meet needs efficiently and effectively. Low-cost interventions are 
fast becoming essential to meet the needs of the service.
One possibility for a low cost intervention is the use of computerised therapy (McCrone et al, 2004). This type 
of intervention appears to have at least three main variations, with a multitude of combinations. These 
variations include direct on-line communication between the therapist and client, programmes which function as 
therapeutic consultants and therapeutic software that can operate independent of the therapist. (Ford, 1993). 
These programmes have been developed to work with a multiplicity of psychological problems. However, 
discussion of all of these programmes in sufficient depth is not within the remit of this essay, as ethical and
■ v
professional issues are likely to vary accordingly. Therefore I focus this critical discussion on computerised 
packages that operate independently of a therapist. These again can be broadly divided into four types. 1. Client 
centred or experiential (simulation of therapist-patient dialogue), 2. behavioural (training plus exposure or 
desensitisation), 3. psycho-educational and cognitive interventions (programs that teach coping or problem 
solving strategies, some of which employ cognitive restructuring) and finally 4. cognitive-behavioural (more 
fully developed programmes that contain a combination of methods typically employed by cognitive 
behavioural therapy and utilise multimedia or other contemporary technology) (Cavanagh et al, 2003). I shall
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discuss the use of these packages primarily in relation to the treatment of depression, although I am sure that 
much of the discussion will be true to the treatment of many other psychological problems.
I chose this particular essay as it provoked a response in me that other titles did not. I realised on reflection that I 
had already developed some strong opinions on the use of, more general self help materials and specifically 
computerised packages and I felt that I wanted to explore these further. Working as an assistant delivering 
manualised self help programmes for bulimia, I encountered several positive elements but also many difficulties 
which I think could be deemed as ethical and professional issues. I felt interested in understanding how these 
interlinked with self help delivered by a computer. Through reading the literature a number of professional and 
ethical issues resonated with me, unfortunately I am unable to discuss them all here; therefore I have reduced 
my discussion to three key areas. I intend that these will cover the effectiveness of these packages. I will then 
consider whether computer software can be considered Cognitive-behavioural therapy. Finally I will look at 
professional considerations for the clinical psychologist when referring individuals to this form of treatment. For 
the purpose of this discussion I will focus primarily on ‘Beating the Blues as this package is most widely used 
in the U.K, being offered in 40 sites within the national health service and is also being offered in the United 
States.
The Treatment.
I understand that there are several interactive, multi-media, cognitive-behavioural based computer packages 
available on the market. These include an American programme called 'GoodDays Ahead: The multimedia 
programme fo r  Cognitive therapy ’ (Wright et al; 2002a and b) and 'Beating the Blues ’ (Proudfoot et al, 2003a 
and b). A third tool has also been developed 'Overcoming depression’ (Williams & Whitfield. G., 2001), and 
another named 'Cope
These tools have been developed intending to incorporate the active ingredients of a therapeutic interaction and \ 
aspects of the relationship which are known to contribute to clinical outcomes (e.g. engagement and empathy). 
They deliver this computerised therapy using a multimedia format which includes integrating video, graphics 
and animation, voice-over and interactive episodes. Interaction is developed using multiple choice responding, 
distress/ success ratings and on-screen problem solving and diary completion (Cavanagh et al, 2003).
Discussion of the similarities between computerised therapy and standard cognitive behavioural therapy will be 
considered later in this essay.
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'Beating the blues ’ is based on cognitive behavioural model and techniques. It consists of a 15 minute 
introductory video that can be viewed on the computer, followed by eight computer therapy sessions, each 
lasting around 50 minutes. The package is designed primarily as a stand alone treatment; however it can be used 
with supervision. Sessions are intended to be completed on a weekly basis. At the end of each session there a 
number of print outs which include weekly progress reports for the service user and one for their doctor and 
weekly projects to be completed as homework. Users are able to return to earlier sessions if they so wish and 
there are relapse prevention strategies at the end of the programme. Figure 1 demonstrates an outline of the 
'beating the blues ’ package. Projects are generated for clients to complete for homework, as in face to face 
therapy. There are also relapse prevention strategies at the end of the programme.
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‘BEATING THE BLUES’
A COMPUTER COGNITIVE-BEHAVIOUR THERAPY PROGRAMME FOR ANXIETY AND
DEPRESSION.
STRUCTURE
VIDEO: Introduction to therapy (15 mins)
MODULE 1
Problem definition 
Pleasurable events
COGNITIVE
COMPONENTS
\
MODULE 2 A utom ne Thoughts
MODULE 3 Thinking Errors & Distraction 
1
MODULE 4 Challenging Unhelpful thinking 
1
M ODULES Core Beliefs
MODULE 6 Attribu ional style
MODULE 7 Attributional style (cont)
BEHAVIOURAL
COMPONENTS
I
Patient Chooses Activity 
Scheduling or Problem- Solving 
According to specific problem.
Patient is introduced to remaining 
technique.
Patient chdfcses according to 
Specific problem:
-Graded Exposure 
-Task Breakdown 
-Sleep Management
MODULE 8
Action Planning and Conclusion
Figure 1. Outline of the 'Beating the Blues ’ program, taken from Proudfoot et 2003.
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The authors suggest that is the first computer-based therapy program to amalgamate crucial non-specific 
therapeutic factors with techniques and principles' from cognitive behavioural therapy (Proudfoot et al, 2003). 
This has been done by making the programme user-friendly for novices and the use of a voice over to convey 
empathy. In addition, techniques such as video footage have been incorporated in order to maintain motivation.
Is the treatment effective?
Computer-delivered Cognitive behavioural therapy offers one possible solution to the shortage of therapists as it 
enables service users to access treatment with minimal input from a trained practitioner, in theory reducing cost 
and increasing access. However in a world where evidence based practice is at the forefront of thinking it is 
imperative that these programmes are evaluated and assessed in terms of their impact on clinical outcomes.
A report commissioned by the NHS R & D HT A Programme on behalf of the National Institute of clinical 
excellence by Kaltenthaler et al in 2002 assessed the clinical effectiveness of computer based cognitive therapy 
for treating anxiety, depression and phobias. This involved a systematic review of the literature to identify all 
studies describing trials of cognitive behavioural therapy either delivered alone or as part of a package and 
either via a computer interface or over the telephone with a computer led response. The research evaluated 
included Randomised Control Trials (RCT’S), where RCT’s were not available, nonrandomised studies were 
included. Quality of the RCT’s were evaluated using the Jaded criteria. Results demonstrated with regards to . 
the treatment of depression, two RCT’s which demonstrated Computerised Cognitive Behavioural Therapy * 
(CCBT) to be as effective as Therapist Cognitive Behavioural Therapy (TCBT) and one found CCBT to be 
significantly more effective than Treatment as usual (TAU). One study of patients with depression showed that 
TCBT was significantly more effective than CCBT, although this was in an inpatient population which is not 
comparable to those in primary care. Another study of patients with depression found CCBT to be no more 
effective than TAU, although this population was not clinically depressed and the primary outcome measure 
was absenteeism from work.
The report concluded that there is limited evidence of poor too moderate quality that CCBT is as effective in 
clinically depressed outpatient populations as TCBT and that it is more effective than TAU. However it was 
recommended that CCBT could be used as part of a stepped care programme, being one of the options offered 
to patients as a first line of treatment. A number of suggestions/ recommendations were made with regards to 
the need for further research. These included studies to determine level of therapist involvement required, 
studies to be undertaken within a GP setting, research including users with comorbid problems, and
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comparisons with other self help approaches known to reduce therapist time. Other research issues highlighted 
were the need for research to investigate effects on a variety of socioeconomic backgrounds, different age 
groups and both males and females.
An update report was completed in December 2004 again produced by ScHARR. It was apparent from this that 
many of these needs still require addressing. In relation to stand alone software packages 10 studies were !
identified, which met criteria for inclusion in the review. The report concluded that there was evidence to 
support the effectiveness of'Beating the Blues’ m d  ‘Fear Fighter’ (a package which is aimed at the treatment 
of anxiety). There is limited evidence of poorer quality that 'Cope ’ and 'Overcoming Depression ’ are effective. 
The overall conclusion for the treatment of anxiety/ depression was that CCBT is more effective than TAU. 
However I felt when reading the report and consequently reading the articles themselves, exactly what was 
meant by treatment as usual was left quite unclear. In the Proudfoot et al study (2003 & 2004), there is no clear 
explanation as to what individuals received in the treatment as usual group apart from stating that the GP 
decided what that treatment would be. However the article does state that completion data were difficult to 
obtain from the treatment as usual group, as treatment was often intermittent (Proudfoot et al 2003). Thus it is 
difficult to determine whether treatment being offered in this format is of the same quality as other treatments 
offered for depression or whether it has the same value as face to face therapy. Indeed, this point is highlighted 
by Franz Casper (2004). He states that authors are reporting increasing evidence that computers are valuable 
tools in the treatment of patients with a variety of problems, while there is still poor evidence that treatment 
effects would be better in comparison to traditional therapy. This raises an ethical issue for clinicians referring f 
individuals for the use of computerised CBT. Is it ethical to refer individuals for a treatment when there is 
perhaps another that has been proved to be more clinically effective? This also raises questions about the 
information provided to the service user to allow them to make an informed decision with regards to their own 
therapy.
It struck me when reading over the literature that although there are a number of studies supporting the use of 
the aforementioned computer packages, that there were very few reviews, especially randomised controlled 
trials that were independent of the developing companies. Using ‘Beating the Blues ’ as an example (it has the 
most empirical supported), of the published literature, there has been one RCT which began in 2003 and 
continued in 2004, which was conducted by Proudfoot et al, a non-comparative study by Cavanagh et al and 
two studies which describe the introduction of ‘Beating the Blues ’ into a primary care setting by Van Den Berg 
et al (2004) and Fox et al (2004). All of these studies with the exception of Fox et al (2004) have an author 
which is related to Ultrasis Pic, the group developing and marketing the 'Beating the Blues ’ package. There
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exists the possibility when someone owns the intellectual rights to technology and therefore may profit from its 
use that a conflict of interest may arise when they also produce the research on the product to demonstrate its 
efficacy (Andersen et al, 2004). As Caspar (2004) points out, this brings psychological interventions closer to 
the situation seen in pharmacotherapy. Research as well as reviews sponsored by the pharma industry in one 
way or another are under suspicion of being biased (Caspar, 2004). As yet there are no formal processes in place 
to prevent or keep these biases to a minimum, an elaborate system of comparing and certifying is required.
However I think it is likely that there is a subgroup of people who would benefit from this form of treatment. 
Indeed computer therapy would/ does make cognitive behavioural models more accessible, especially to 
individuals who would remain untreated as they are not given access to such treatment or they refuse to engage 
with such treatment due to work commitments or the stigma attached to using mental health services. Lovell & 
Richards (2000) suggests that traditional services often fail to involve service users and fail to provide the 
choice, accessibility and continuity of care. As the ‘stepped care ’ model indicates, patients respond differently 
to psychological interventions of varying type and intensity and therefore it is sensible to provide a variety of 
interventions ranging from self help to long term individual treatment (Haaga, 2000). The difficulty is, research 
on computer therapy is still in its infancy and there is limited work on who it might be most effective for. Self 
help materials in general have been speculated to place more of the treatment responsibility on the client, 
perhaps instilling ownership of the therapeutic process. However, this would suggest factors that relate to the 
ability to utilise written materials and work independently may relate to treatment outcome. It has been 
evidenced with regards to bibliotherapy that individuals with lower levels of education tend to have a higher rate 
of discontinuation (McKendree-Smith et al 2003). )
In addition to this, some depressed patients by the very nature of the condition will not be capable of 
concentrating on the material, while the experience of failing a set a task, may result in decreased despondency 
(Williams and Whitfield, 2001). Some individuals with depression may experience the desire to avoid people, 
in particular those individuals who are experiencing some form of comorbid social anxiety/ phobia. The option 
of computerised therapy maybe particularly attractive to these people due to the decreased patient/ therapist 
contact, however it may not be the most beneficial option.
In short the benefits of stand alone computer programmes remain unclear. As the guidelines for good practice of 
behavioural and cognitive psychotherapy states; the worker should strive to ensure that any assessment/ 
intervention will be in the best interests of the service user, minimising any possible harm and maximising
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benefits over both long and short term, whilst at the same time balancing these against any possible harmful 
effects to others. If you are unable to clearly determine the benefits, you are not able to comply with two basic 
principles of ethics, non-maleficence (minimising harm) and beneficence (maximise benefits).
How does computerised therapy compare with face to face therapy?
The fourth generation of computerised therapy systems as previously mentioned have been designed to combine 
the specific active techniques of cognitive behavioural therapy with the non-specific features of the therapeutic 
relationship, such as empathy, motivation and trust (Cavanagh, 2003). Is it possible to replicate the intricate j
detail of the human interaction and reproduce all the active ingredients of face to face human therapy?
Certainly this new wave of multi-media computer generated therapies systems seem to have incorporated a 
number of elements that have not been seen before in this type of technology. To provide a simple, easily 
accessed interface, a tracker ball was used instead of a mouse. Key board input has been kept to a minimum, and 
have been replaced by print out work sheets for users to complete. Users input just one to two keys words for 
the computer to store and feed back at a later date. On screen text is supported with a voice over, which is 
intended to be clear and empathie. All of these details providing a more accessible programme for the novice 
user. In addition several techniques to maintain user’s motivation were incorporated, as motivational problems 
are often associated with anxiety and depression. This is done by through the use of menu’s, advice and 
feedback, as well as through the use of video vignettes. Users are able to follow the case studies as they go 
through therapy, similar to an unfolding story. These case vignettes have a dual function, as they are also used 
to demonstrate other therapeutic functions. They demonstrate models of cognitive behavioural techniques, ways 
to overcome the sceptical or resistant thought, provide a source of comparison information (has an important " 
influence in the way people attribute causes to events in their lives) and lastly communicate hope. Also software 
interactivity has been used to encourage user’s involvement and control over their treatment. This is enhanced 
using graphics, animations and video clips have which hold the attention of the user and improve the psycho- 
educational function of the programme (Proudfoot et al, 2003).
Despite the use of this complex technology the board of the BAB CP have stated that assisted self help 
(computerised CBT, self help material presented to a support group or individuals by a health worker or and 
assistant psychologist) is not a form of psychotherapy and only limited if any CBT skills are required by the 
individual introducing the approach (Grazebrook, Garland and the board of the BABCP, 2005). Perhaps one
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issue behind this the therapeutic relationship. Psychotherapy is traditionally and commonly seen as a matter of 
human encounter (Casper, 2004), use of computers as therapists challenges this whole conception. As is 
specified by Wampold (2001) who defines psychotherapy as ‘primarily interpersonal treatment that is based on 
psychological principles and involves a trained therapist and a client who has a mental disorder, problem or 
complaint; it is intended by therapist to be remedial fo r  the client’s disorder, problem, or complaint; and it is 
adapted or individualised fo r  the particular client and his or her disorder, problem or complaint.
The cognitive behavioural approach is based on the theoretical rationale that people’s feelings and behaviour are 
largely determined by the way people perceive and structure their experience. A criticism of this model is that it; 
is rather a ‘contrived’ model, concerned only with the development and implementation of techniques for 
testing hypotheses about dysfunctional beliefs (Clarkson & Porkomy, 1994). In this respect it might be easy to 
think that cognitive behavioural therapy is the most amenable model to delivery through a computer. However, 
there are several lines of research that highlight the importance of the therapeutic relationship, in particular, to 
outcome of this type of therapy (Waddington, 2002). This suggests that there is a more abstract level of process, 
operating within the therapeutic relationship, one that would be more than just a technique and would be more 
difficult to replicate by a computer.
Many theorists have suggested that more ‘general factors’, such as the quality of the therapeutic relationship, 
may play a more significant role in clinical improvement than do the specific factors that are unique to each type 
of treatment ( Bums & Hoeksema, 1992; Linton & Daugherty, 1999; Andrusyna et a l, 2001). In fact there has 
been substantial research that suggests that many therapies are uniformally efficacious, suggesting that specific 
techniques are not critical to the outcomes of treatment (Wamplod, 2001). Indeed, Beck was one of the first 
within the field to highlight the requirement of collaborative empiricism. This being a need for the therapist to 
establish collaborative relationships with their clients, to facilitate discovery of their perception that are ;
inconsistent with reality (Giovazolias, 2004). In order to develop a good therapeutic collaboration the therapist 
should be genuinely warm, empathie, open and concerned and not play the role of the expert (Beck, 1985). Can 
a computer be genuine, authentic and honest? Of course not, its responses are pre-programmed; they are not an 
individual response to an individual problem. The computer can not be concerned, or warm, it doesn’t 
experience emotion. Computers are also unable to pick up on important non-verbal cues and are not able to 
interpret natural language; therefore they miss important contextual information (Proudfoot et al, 2004).
Van Den Berg et al (2004) discusses three case histories of clients referred to use 'Beating the Blues’. Two of 
these individuals experienced favourable outcomes from using the package, but a third felt that the programme
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did not meet her needs. The third client completed three sessions of 'Beating the Blues’ after which she decided 
to discontinue therapy, as although she found some of the information useful she was unable to see the point of 
interacting with a computer that couldn’t take part in a conversation. Clearly, this lady was looking for 
something quite distinct from simple techniques that were not replicated by an interaction with a computer. In 
another study by Fox et al (2004) some of the negative points that were raised with regards to the 'Beating the 
Blues’ package were that the programme was felt to be ‘patronising’ and ‘condescending’ and the automated 
responses were ‘offensive’ and ‘insincere’, clearly indicating that computerised packages are not suitable for 
everyone.
However, it should be recognised that there were many more clients who found the therapy acceptable and 
managed to make progress in terms of symptom reduction. It is likely then that there are some clients who 
require a therapeutic relationship in a traditional sense, whereas others can sufficiently concentrate on their 
problems and how to solve them without a human therapist (Casper, 2004). i'
I think the main issue that is raised here, is giving the client the opportunity to make an informed decision on 
what they require or what is best suited to their own needs. The professional guidelines for clinical 
psychologists states that they should gain informed consent prior to undertaking any assessment or intervention 
activities. The concept of informed consent relates to the clients right to choose whether to receive 
psychological services, and that they are able to make this choice on the basis of the best information available. 
The concept of computerised therapy may be misleading in that individuals could be under the impression that 
they are receiving an exact replication of face to face therapy. In addition to this it is clear that we as 
practitioners understand very little about who this most effective for and who is suited to these types of 
programmes, with the exception of the very general guidance of individuals with mild/ moderate problems. 
Therefore for individuals who receive this treatment and do not respond, we may run the risk of holding them 
back from receiving evidence based treatment of the type that they require (Whitfield & Williams, 2003). It is 
also possible that these shorter failed interventions may adversely affect client’s ability to benefit from more 
specialist interventions later.
Professional issues for clinical psychologists.
As stated previously, ‘Beating the Blues ’ is a computerised package aimed at treating individuals with anxiety 
and depression and is recommended by the NICE guidelines as a suitable first line of treatment in a stepped care
14
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approach. There is little research as yet into who the package is most effective for, however NICE guidelines 
state it should be used with individuals with mild to moderate depression. This may pose a problem for clinical 
psychology as a profession, as essentially deciding whether a client has mild to moderate depression is some 
what diagnostic and more fitting with a medical model. This process poses the question ‘is the individual 
suffering from mild to moderate depression’, rather than asking ‘how we can account for this person’s actions 
and experience in his particular context?’ The computer package itself enables customisation to users specific 
problems to a certain extent, however there is little room for detailed context specific formulations.
There are a number of reasons why psychologists have argued against the categorisation using diagnostic 
systems. Firstly they are felt to be reductive and do not negotiate the meaning of individual’s distress in a way 
that sensitively places behaviour and experience in a biographical and social context (Pilgrim, 2000). Another 
problem is labelling individuals in a way that may lead to them being stigmatised. Concepts of mental illness 
and normality are essentially value judgements or at least standard deviations from a mean and there is a y 
validity problem in persuasively describing the symptom profiles that distinguish normality from abnormality " 
and abnormal states from one another.
One of the unique selling points of a clinical psychologist is perhaps the ability to formulate an individual’s 
problem using psychological theory. Case formulation is an experimental, hypothesis-driven procedure in , 
pursuit of a clinical theory (the problem formulation) which subsequently assumes a guiding role for the 
ongoing therapeutic process. In addition to explaining acquisition and maintenance of a presented disorder, this 
model is designed to facilitate consistent intervention hypotheses, leading to individually tailored treatment 
programmes (Bruch, 2001). This is not as yet replicated in computerised therapy, although an element of choice 
is incorporated, it is limited in that a computer system must apply rules unvaryingly and in a standardised way, 
it is unable to cover all the options that are required to make up unique human experience. In my experience of 
delivering a guided self help programme for bulimia in a bibliotherapy format, this was one of the most 
restrictive aspects. Although the majority of the model tended to fit broadly with the problem, there were v 
usually aspects of the problem unique to that individual. This led to difficulties with engagement, as the model ... 
did not necessarily explain their problem fully, but also had consequences for the treatment outcome, as some 
aspects of the individuals life that were maintaining the problem were not addressed.
Computerised therapy follows the medical model, in that a client is conceptualised to have a disorder, problem 
or complaint. These all present with a specific array of symptoms. The treatment is then selected in accordance 
to these symptoms. In the case of mild/ moderate depression it would be a first line treatment, likely to be
15
Adult Mental Health Essay
cognitive behavioural, in this case ‘Beating the Blues \ There is little or no room for the deconstruction of the 
problem in terms of the individuals own cultural, social and psychological context and no room to use any form 
of technical eclecticism. This is fundamentally in disagreement with the training of clinical psychologists whose 
training that stipulates they become efficient in three or more treatment modalities in order for them to apply 
skills and knowledge in an eclectic way.
Not surprisingly clinicians have shown the most opposition towards the use of computer technology for stand 
alone therapy (Ford 1993). Indeed, it was a question I asked myself, when I chose to write this essay. I had an 
immediate opinion with regards to the use of computers before reading any articles and that was to question 
their value. Was this because of some sort of professional preservation? The thought that perhaps someday, 
therapists maybe replaced by computers or that the skills that I am learning now would in some way be worth 
less because you could you programme a computer to do them anyway. In short, I think this thought has played 
on my mind, however I certainly do not feel that this is the main contributor to my own and others resistance, y 
Still it raises a professional issue, in that the introduction may at least change the way clinical psychologist work. 
If computers can be used to treat individuals with mild to moderate problems effectively then therapists will 
only be required to work with the more severe/ complex cases. Casper (2004) suggests that all new 
developments include an element of devaluing ones own profession and training, meaning that defensive action 
is understandable, especially when the newer option is much cheaper and more widely available.
Conclusion
From reading the literature and reflecting on my own experiences I have come to the conclusion that research 
around the issue of computerised therapy is still very much in its infancy and requires development in a number 
of areas. It seems however, that there are some benefits to its use, as although it is has not been clearly 
demonstrated to be as effective as other forms of treatment-other treatment is not always necessarily available. 
Therefore, although it may seem unethical to offer clients an intervention which is not necessarily the most 
effective option, it is no doubt more unethical to leave clients untreated on a waiting list for months or even &• 
years at a time. However it does seem essential to make clear to clients the full range of treatments available to 
them and the evidence currently supporting them, to enable the client to make an informed choice about what is 
best suited to their needs. It is also apparent that further research is required to develop a clear idea of what type 
of clients this form of treatment is most acceptable for, in order to develop assessment and maximise 
effectiveness of the intervention.
16
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For me, I am still left wondering, are we focusing our attention to late into the development of these problems. 
What has been lost from this essay, is that depression is such a heavy societal burden and an understanding of 
what it is about our society and culture that lends itself to such problems.
When I draw on my own personal experience of difficult times, I try to think of what has helped me cope. I 
certainly don’t think it has ever been an automated computer. It is always the support and warmth of family and 
friends and the relationships I hold dear to me. I am left with the feeling that introducing therapy via a 
computer, is perhaps even further removed from helping people to rely on and use their own most useful 
resources; each other.
17
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INTRODUCTION
The Division of Clinical Psychology’s Core Purpose and Philosophy o f  the Profession (Division of Clinical 
Psychology, 2001) states that formulation is seen as one of the four core skills of a clinical psychologist. It has 
also been noted as a central process in the role of the scientific practitioner (Tarrier & Callam, 2002). Despite 
this, it is only recently formulation has begun to receive an increasing amount of interest in the psychotherapy 
literature (Johntsone & Dallos, 2006). Indeed Johnstone and Dallos highlight the paucity in literature that still 
remains. Until their own publication, texts were either written by psychiatrists for the intention of a medical 
readership or written solely from a Cognitive Behavioural perspective, leaving other areas of psychology and 
psychotherapy uncovered. In fact, it was surprising to me how little research there was on formulation in 
comparison to the wealth of literature on particular interventions and models. In choosing this essay title, it has
forced me to reflect on how little I have questioned the core skills of my own profession and how widely <
y
accepted terms can become. The following discussion shall first explore what is meant by the term formulation, 
within a historical context, moving on to look at the advantages of case formulation in clinical work. Later there 
will be a critical review of the disadvantages of formulation, referring briefly to some of the broader debates 
within the field.
It is my intention to illustrate the general points with discussion of my own therapeutic work, linking the 
discussion of theory to my own current practice. The discussion of formulation will not be confined to one 
theoretical approach, but will try to encompass the general points relevant to the three main theoretical 
approaches taught at Surrey University: Cognitive Behavioural, Systemic and Psychodynamic. However, mostly 
my clinical experience to date has been grounded within a Cognitive Behavioural Framework. Therefore I am 
aware that my understanding in this area is the most developed and it is likely that my case illustrations will be 
discussed from this perspective.
y
What is formulation?
There have been numerous definitions of formulation offered all with slight variation, dependent on professional 
or therapeutic orientation (Butler, 1998; Bells, 2006 & Weerasekera, 1996). The Division of Clinical 
Psychology offer the following definition:
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‘Formulation is the summation and integration o f knowledge that is acquired by the assessment process (which ; 
may involve a number o f  different procedures). This will draw on psychological theory and data to provide a 
framework fo r  describing a problem, how it developed and is being maintained. ’ (Division of Clinical 
Psychology, 2001:3).
Although differentiating in the explanation of psychopathology, most definitions seem to share common 
elements. They imply that a formulation provides a hypothesis about a person’s difficulties, which is open to 
verification through testing. They draw upon psychological knowledge and theory, in order to arrive with the 
client at a useful understanding of their problem, which is meaningful to them (Johnstone & Dallos, 2006). 
Inherent in these definitions is that formulation provides meaning to problems that is useful i.e. helps the 
individual to bring about change.
An interesting article by Crellin (1998) highlights the emergence of the term “formulation” in Clinical 
Psychology training regulations. She states that the term begins to appear in the 1969 revised training ■:
regulations and is very much tied in with assessment and the experimental paradigm. As clinical psychology 
developed its independence from psychiatry, its claim to specialist knowledge and skill lay within “objective” 
assessment, the use of standardised tests to shape clinical formulation and its endeavour to provide a rigorous 
and evidence-based approach to clinical work. Thus from very early on clinical psychology and its claim to 
specialist skills of assessment and formulation had set it’s foundations in the positivist traditions of science. 
Despite this, formulation is used today within a variety of theoretical perspectives (which are not all necessarily 
aligned with a scientific approach) including: Cognitive behavioural, Psychodynamic and Systemic.
Theory- practice links:
Perhaps one of the main advantages of clinical formulation is that it allows the direct linking of theory to 
practice. It represents the essential link between how the problem can be understood and how we intend to 
intervene to bring about change. Clinicians use theoretical and practical knowledge, to guide their thinking 
about the problems and difficulties presented by clients. Often information brought to an assessment is complex 
and unclear. Therefore, although theories maybe relatively simple, the process of connecting the theoretical or 
practical knowledge to the individual is multifaceted and fraught with difficulties. Different people will bring 
with them different experiences, relationships, abilities and understandings, as will the therapist. The process of 
formulation is influenced by all of these factors and the interaction between them and is used as a way of 
understanding them (Butler, 1998).
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As Butler (1998) describes, the process involves relating general models and theory to individual problems in an 
idiosyncratic way. She asserts that a formulation should be based on a theory, reflecting an attempt to put the 
theory into practice. In addition a formulation should be hypothetical in nature, so that it can be modified by 
information gained during the course of the treatment. To understand this process fully, it is necessary to 
differentiate between a theory and an idiosyncratic formulation. A theory can be thought of as a general 
explanation, whereas a formulation is a specific hypothesis which will relate to the more general theory. The 
specific formulation should then imply ideas about intervention based on the more general theory. This might 
usefully be explained by a case illustration.
Mrs A was referred to primary care because she was terrified to leave her house. I f  she did leave the house or 
knew that she would have to, she would start to feel anxious and would result in a panic attack. She had 
physical symptoms such as tightness across the chest and shortness o f  breath, as well as psychological 
symptoms such as racing thoughts. She interpreted these symptoms to mean that she was having a heart attack 
and that she was going to die. Thus this prevented her from leaving the house and i f  she did leave the house she^ 
went in the company o f one o f  her children.
Wells (1997) offers an adapted version of Clark’s (1986) model of panic. This suggests that panic attacks result 
from the catastrophic misinterpretations of bodily or mental events. According to the model the sensations that 
are misinterpreted are mainly those associated with anxiety, but other non-anxiety symptoms may also be 
misinterpreted. An internal or external event produces anxiety, if the symptoms are then interpreted in a 
catastrophic way, a further elevation in anxiety occurs and the individual becomes trapped in a vicious circle 
that culminates in a panic attack. Once a panic has occurred, selective attention, safety behaviours and 
avoidance contribute to the maintenance of the problem. This model is a general model and will vary in the way 
it applies to different people depending on their own personal histories. The model will imply general areas for 
intervention. However the formulation will imply specific areas of intervention. As noted previously the model 
indicates a maintenance cycle, which if interrupted would result in the reduction of distressing symptoms. 
However the formulation gives you a hypothesis about the exact maintenance cycle for that individual.
1.1
Mrs A had experienced two major operations and collapsed at a wedding fo r  reasons that were unknown to her 
at the time. Lastly she had witnessed her grandson fa ll down escalators; the injury was so serious that he 
required corrective surgery to his face. This resulted in an increase in anxiety about her health and her safety 
outside o f  her own house. She misinterpreted these symptoms o f  anxiety as signs that she was going to have a
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heart attack. Therefore she was reluctant go out without the aid o f  someone, which further compounded the 
anxiety.
. t l
Therefore, her symptoms were maintained by her misinterpretations of her symptoms of anxiety as a heart 
attack, her safety behaviour of having someone with her and her avoidance of leaving her safety zone. An 
understanding of this enabled me intervene in a way that was specific to her problem. This is essential, as no 
two people’s problems will be maintained by the same behaviour or thoughts.
Therefore a formulation enables the relating of theory to practice in an individual way, which indicates an 
intervention that is supported by an evidence base. Evidence based approaches to mental health have been 
presented as a notable innovation (Chambles & Ollendick, 2001; Sackett et al., 1996), with the potential to 
revolutionise the care and treatment of those suffering from psychiatric and psychological problems (Salkovski, 
2002). However this commitment to empirical validation both in terms of theoretical premises and outcomes, is 
more aligned with some approaches than others (Crellin, 1998) a further discussion of which follows later.
Formulation Versus Diagnosis.
It seems that in any discussion regarding formulation, diagnosis can not go unmentioned e.g. Butler (1998), 
Aveline (1999), Sim et al., (2005) and Johnstone & Hallos (2006). Perhaps because of its historical context but 
also because of a number of inadequacies that formulation is thought to at least partially remedy. Diagnosis is 
related to a medical understanding of mental health, which has been heavily criticised for its pathologising 
processes (Vetere & Dallos, 2003). In addition diagnosis has been criticised on the grounds that it lacks 
reliability and validity (Aveline, 1999). Previously there have been different views about whether formulation 
and diagnosis are opposing entities (due to their different theoretical origins) or whether they can in fact be 
complementary. More recently some writers from varying perspectives have supported the latter (e.g. Aveline, 
1999; Bruch & Bond, 1998).
Johnstone and Dallos (2006) highlight that diagnosis has been criticised for a number of reasons such as 
obscuring the personal, social and cultural contexts; locating the problem within the individual; engendering 
stigma and disempowerment; removal of responsibility; omitting the client’s view points; objectification of the 
client and loss of personal meaning. However it is the main function of formulation to offer a contextual 
understanding of the problem that provides meaning to the individual. Often one of a client’s therapeutic goals 
is to understand why they feel the way they do. In fact often an essential goal of therapy is to normalise the
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experience by contextualising the problem, allowing an individual to see that they are not experiencing the 
distress because they are “weird” or “mad”. For example. ...I saw Mr B in my first year placement; he had been 
referred because he fe lt ‘paranoid’. He had received a diagnosis o f  ‘paranoid delusions’ and he was referred to 
me fo r Cognitive Behavioural Therapy (CBT) in order to help reduce some o f his distress. Mr B described how 
he was ‘paranoid’ about people staring at him. Mr B was 19 years old and o f  mixed white/Caribbean ethnicity. 
He had been continuously bullied at school fo r  having afro hair as others thought it looked ‘weird’. In addition 
to this he had a difficult relationship with his mother who was an alcoholic. Consequently he had developed a 
belief that he and his family were ‘weird’ (as he put it) or different in someway to other people. His diagnosis o f  
‘paranoid delusions ’ and contact with mental health services further exemplified this. Much o f  our initial work 
was spent evaluating the idea that he was ‘weird’, attempting to contextualise his problems in terms o f his past 
and current experiences. We also spent a lot o f  time discussing the role o f  anxiety and how it was a ‘normal ’ 
and necessary emotion. A t the end o f  therapy Mr B reported that this was very helpful and allowed him to see 
things in a different way.
The advantage of formulating the problem was that it allowed the client to understand the context of his 
problem, rather than simply providing a label (that may or may not have been accurate). It also enabled the 
development of some ideas about how to intervene i.e. normalising some of the client’s experiences. Therefore s 
it appears so far that advantages of formulation are to allow a clinician to make links between a theoretical 
knowledge base and clinical practice. In addition, they indicate how to intervene in an individualised way, 
providing an explanation of the problem-located within a social and personal context. This emphasises 
advantages both for the client and the clinician, although it is likely that the degree to which the social and 
personal are emphasised is dependent on the theoretical stance. Within the idea of locating the problem within a 
personal and social context is the ability to incorporate individual’s cultural and religious beliefs. Sim et al.,
(2005) states that the therapist must seek a formulation that is sensitive to the cultural context within which a 
patient is found so that the patient can feel more understood. This flexibility has been noted to be one of the 
major strengths of formulation (Persons, 2006).
Collaboration
A number of therapeutic traditions emphasise the importance of working collaboratively and progress on the 
basis of a shared formulation (Vetere, 2006). A collaborative formulation can be viewed as a particular strength , 
as it has been linked to enhancing a client’s motivation to change and building a therapeutic alliance (Grant et 
al., 2004). Grazebook and Garland (2005) define collaboration as:
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way o f being with clients based on an equal partnership, each party bringing something to the 
relationship. The therapist brings skills and knowledge ofpsychological processes, theories o f emotion and 
techniques that have helped others and could help the current client. The client is an expert in their own 
experience, and brings their own resources. The therapist should not have pre-conceived ideas about where the 
therapy is going. The overall aim is fo r  the individual to attribute improvement in their problems to their own 
efforts, in collaboration with the psychotherapist. Therapy is not experienced as something that has been ‘‘done 
to ” the client. ”
Collaboration is a principle that is thought to drive CBT formulation. Therapist and client construct together a 
shared description of the problem and understanding of what caused and maintained it. This is thought to 
facilitate the development of a therapeutic alliance as it minimises the power differentials in the relationship 
(Butler, 1998). In addition it aids communication and demonstrates understanding and hope for change (Hubble, 
1999).
Collaboration is something that is also valued by family therapists. A commentary by Vetere (2006) highlights 
the fact that systemic psychotherapies have made an important contribution to the idea of integrative 
collaborative formulation. They have introduced the concept of ongoing assessment, highlighting the 
importance of both process and content, which are mediated by shared and reflective observation. This suggests 
that formulation occurs throughout therapy and that the shared experience of both therapist and client are 
important. She reminds us that through the continual process of checking and developing our understandings, 
therapists remain accountable for their thinking and actions. In support of this idea, Butler (1998) asserts that 
sharing a formulation with a client provides a check on the use of too much speculation and aids continuous 
evaluation. Psychodynamic formulation is perhaps an exception to the concept of collaborative formulation, as I 
do not believe that it is common practice to share or co-construct formulations within the therapeutic arena. It is 
suggested that the presentation of formulations may become a barrier to empathy due to the objectification of 
the client and may be experienced as an impingement on a client’s own guided discovery. However, the 
therapist might monitor the interventions and interpretations made against the overall case formulation (Leiper, 
2006).
Indeed Leiper (2006) does point out that is important to assess what benefits a formulation has for the therapist 
(emotionally) and whether these outweigh those for the client. He suggests that often a formulation fulfils the 
role of reassurance when one does not have the capacity to withstand the feeling of being lost. Part of
Professional Issues Essay
formulating might be a defensive way of avoiding this feeling and fulfilling the therapist’s need to be in control. 
An experiment by Chadwick et al., (2003) certainly affirmed this idea, as they demonstrated that often it was 
therapist that felt the formulation had enhanced understanding of the problem and developed the therapeutic 
relationship rather than the clients.
Empirical evidence
One of the major criticisms and perhaps a disadvantage of case formulation is that there is little empirical 
validation. In fact when reading through the literature I noticed that the majority of work seemed to be relevant, 
discussions of academics opinions, rather than experimental studies. Previously diagnosis has been criticised on ' 
the grounds of little support for its validity, reliability and utility (Aveline, 1999). However an important 
question is whether there is any evidence to suggest that reliability for formulation is any better than that 
demonstrated for diagnosis?
Relatively little research has been conducted to demonstrate reliability in case formulation (Garb, 2005). 
However Kuyken (2005) demonstrates how case formulation is likely to be fraught with bias. He highlights how 
it is likely that clinicians use judgement heuristics in the formulation process. These play the function of 
simplifying reasoning, by taking cognitive short cuts, such as making use of information that most readily 
springs to mind (availability bias). However, much of the research that he has used to support these ideas was 
completed over 30 years ago (e.g. Davis, 1979; Rosenhan, 1973) and more recent research has contradicted its 
importance by demonstrating no evidence of availability bias (Waddington & Morely, 2000).
One overt test of whether judgement heuristics have a negative impact on case formulation is to test inter-rater 
reliability. A study into psychodynamic case formulation using the core conflictual relationship theme (CCRT) 
method, demonstrated moderate to good agreement (kappa range .6-.8) (Luborsky & Diguer, 1998). However it 
was demonstrated unsurprisingly that more skilled clinicians tended to show higher rates of agreement with 
each other. The research on clinicians using a CBT formulation demonstrates mixed findings. One study 
demonstrated good agreement in identifying presenting problems, but poor agreement in identifying the 
hypothesised underlying cognitive mechanisms (Person et al., 1995). When groups of five clinicians were 
averaged, inter-rater coefficients of schema ratings were high (coefficient was .76), however identification was 
weak for the comparison of single clinicians (.46). Persons and Bertagnolli (1999) attempted to increase 
reliability ratings obtained in earlier studies by altering their methodology slightly. They did this by providing 
clinicians with specific domains to aid problem identification (such as psychiatric symptoms and problems,
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interpersonal problems, work problems etc). They also offered them specific contexts to aid schema ratings. 
Again results were similar; clinicians identified 67% of problems. When findings were averaged over five 
clinicians, inter-rater reliability was good (reliability coefficients were .72). However, single clinicians 
demonstrated poor agreement (.37). As per the Luborsky study, clinicians trained to a higher level demonstrated 
greater agreement.
However, formulation/ assessment can be construed as an ongoing process, rather than a discrete independent 
phase of therapy (Vetere, 2006). It is also agreed that formulation is a hypothesis and should remain tentative. 
Therefore it seems unrealistic to expect that cross sectional studies would demonstrate high rates of inter-rater 
reliability. This is especially true with an initial formulation as much more discussion and evidence is likely to 
emerge throughout the therapeutic process. In addition, the studies evaluating reliability hold little ecological 
validity. All of the studies highlighted above required clinicians to formulate based on them listening to 
audiotapes of an assessment session. This seems unrealistic as often I have found that I require two to three 
assessment sessions before I can begin an initial formulation. Further to this, the assessment process is an 
interaction between two people, who are co-constructing a formulation. These studies in no way measure or 
reflect this process.
Similarly, there are very few studies that look at the validity of formulation. As noted previously, if scores are 
aggregated, reliability has been demonstrated across larger panels of judges, perhaps indicating that they are 
assessing what they are supposed to be assessing. Also, a collaborative approach ensures that you are constantly 
evaluating the formulation, checking that it is meaningful to the client, perhaps ensuring validity. Therefore it 
seems that one disadvantage of formulation is that it has not been demonstrated to be reliable or valid by 
empirical research. However, it does seem that the studies that have evaluated reliability demonstrate little 
ecological validity themselves. In addition to this, there is the possibility that measuring reliability and validity 
is essentially inconsequential in relation to this topic. After all, inherent in the idea that something should 
demonstrate reliability is the age old debate within psychology about whether there is a ‘truth’ out there to 
measure. The idea that realities are largely constructed between people, suggests that there could be any number 
of perspectives regarding that reality (Messer 1996, in Butler 1998). Indeed, as Johnstone and Dallos point out, 
it is difficult to conceive of a definable ‘truth’ within formulation, as it is possible to formulate a case within 
many different theoretical models. Therefore as Butler (1998) indicates, trying to assess whether ‘truth’ is being 
measured is likely to be less useful in clinical practice than determining whether a case formulation is 
meaningful to the client.
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Again, there have been very few studies that ask the client how useful they have found formulation (Kuyken, 
2005).There seem to be numerous studies that support a variety of treatments for varying disorders, many of 
which make explicit use of formulation. However, there is a small number that actually review the specific 
contribution of formulation to the therapeutic outcome. Chadwick et al., (2002) assessed the impact of case 
formulation in CBT for psychosis. They assessed specifically for its impact on clients’ and therapists’ 
perception of the therapeutic relationship and the impact on the strength of delusional and self-evaluative beliefs. 
They concluded that formulation did not have an impact on reducing distress or alliance scores. However, this 
article demonstrates an over reliance on outcome data from self-report questionnaires, as qualitative data 
indicated that it did increase understanding and optimism for clients and most found it a useful experience. 
Nevertheless, some clients reported negative emotional reactions, such as feeling saddened, upset and worried ; 
by their experience. This suggests that future research should explore negative affect and the ways that it might 
be reduced (Chadwick et al., 2002).
Another area of research that has been purported to indicate the usefulness of individualised case formulation is 
investigating the use of manualised treatment (Kuyken, 2005). A number of studies report that the manualised 
approach to treatment provides equal if not better outcomes in comparison to an individualised plan 
(Emmelkamp et al., 1994; Jacobson et al., 1989; Schulte et al., 1992; in Kuyken, 2005). However, I think it is 
questionable whether these findings indicate that formulation has no impact on the outcome of therapeutic 
endeavours. The Shulte study reports that even though requested not to, therapists individualised manual 
approaches. In practice, even when using to a manualised approach, it is likely that formulation will be 
described using individual examples and the treatment will be automatically tailored to meet the client’s needs.
In my experience, the main differentiation between individualised and manualised formulation, is that the 
process is likely to be deductive rather than inductive.
For example when working with a girl who had Bulimia Nervosa, I  provided some manualised guided se lf help 
based on a Cognitive Behavioural framework. The manual provided a maintenance model o f  Bulimia. However, 
so that it was meaningful and understandable it was necessary to explain the model using examples from her 
experience, ultimately individualising the formulation. This was also similar with the treatment, as although it 
provided a basic framework, i f  the individual did not find  it particularly relevant she assigned less emphasis to 
that aspect o f  the work, individualising the process.
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Multi-cultural Formulation
I spoke earlier about the importance of judgement heuristics and the impact they may or may not have on 
formulation. Although it is questionable whether a formulation needs to be reliable, it is suggested that one 
function of formulation is to help the client feel understood. With regards to this, it would seem important that a 
clinician does not misinterpret information that might lead a client to feel misconstrued. In addition it seems 
important that a client can take meaning from a formulation, in order to make sense of their experience. 
However, what happens when the whole theoretical and evidence base that drives the therapists understanding 
of mental health are different to that of the clients? This is a very important question when considering 
formulation within a multi-cultural context.
Whilst formulation is adept at offering individualised understandings- thus making it a suitable tool for 
incorporating issues of diversity and difference into clinical practice- it is only as good as the theories it draws 
upon. Psychological theory in both the United States and the United Kingdom are based on predominantly 
western cultural values (Fernandez and Kleinman, 1994). It is likely that practitioners draw from western based 
mental health constructs regardless of their client’s cultural backgrounds (Ridley et al., 1998). Sue and Sue 
(1990) indicated that one of the major ethical challenges that psychologists face in multicultural work, is 
understanding the complex role that cultural diversity plays within our professional activities. They further 
indicated that psychology has failed to meet the unique mental health needs of ethnic minorities. Practitioners 
often misinterpret minority clients’ tests results, because they over look the clients cultural backgrounds, 
motivation and circumstances. Clinicians also fail to consider their own biases during the assessment process 
(Ridley, 2006). Ridley highlights that when clinicians fail to take into account cultural influences then 
miscommunication, misunderstanding and mistreatment can occur. This defeats the purpose of formulation and 
is likely to create dissonance between the client and the therapist.
Evidence Based Practice
Some authors have noted that formulation initially grew out of a desire to base therapeutic techniques on a 
foundation of empirically validated theories (Crellin, 1998; Eells, 2006; Moss & Harper, 2003). The concept of 
formulation has been used to define the profession of clinical psychology (e.g. Division of Clinical Psychology, 
2001; Kinderman, 2001) and there are strong political and social reasons why (Crellin, 1998). The term 
formulation has historically been linked to a scientific approach and has been described as tool to address the 
requirements of evidence-based practice (Persons, 2006).
32
Professional Issues Essay
It seems that the scientist practitioner and evidenced based approach have become to be seen as synonymous. 
However, concern has been raised regarding the risk that evidence based procedure may provide an overly 
narrow approach to clinical practice. Salkovski (2002) highlights that the over reliance on randomised control 
trials of treatment outcome, the aggregation of data and the recommendations based on meta-anlysis, represent 
an inflexible and at times inappropriate way of reducing data. He suggests that this approach is overly 
narrowing the scope of research through eliminating the importance of single experimental case designs and 
field experiments that seek to understand psychopathology in terms of the phenomenology of the problem 
(Clark and Teasdale, 1982 in Salkovski, 2002). It is noted that the short comings regarding systematic review 
and meta-analysis are considerable especially in fields that are sparse and/or evolving. He suggests that is 
reasonable to receive treatment that is based on best evidence but when it fails, clinicians need to be willing to 
offer a flexible or novel approach. In addition many of the so called ‘evidence based’ treatments and theories 
such as Cognitive Behavioural Therapy were developed through clinicians who all sought to listen to and 
understand what their patients were telling them, not randomised control trials (Salkovski, 2002).
Linked to this is perhaps a general narrowing of the profession. The introduction of formulation has been 
criticised for favouring a scientific stance over the more phenomenological approaches. Some feel that the term 
‘formulation’ is acquiescent with empirical assumptions and does not as easily reconcile with the assumptions 
that underlie the phenomenological approach (Crellin, 1998; Moss and Harper, 2003). As a formulation is most 
widely known as a hypothesis about precipitating and maintaining factors of problems, that indicates therapeutic 
interventions with clients, the notion of scientific description resonates (Moss and Harper, 2003). This is 
perhaps challenging for those that feel a problem should be allowed to unfold over the duration of therapy, 
enabling them to make sense of their problem in their own way using many explanatory models that the 
prevailing culture offers, rather than prescribing a treatment aligned with one understanding of that problem 
(Crellin, 1998). The pressure to formulate and to train others to formulate has come to feel alienating to 
professionals that feel less aligned with its historical and theoretical foundations.
Conclusion
To conclude it seems important to draw together the number of different tensions encapsulated by this essay. I 
think that in clinical practice there are a variety of advantages that formulation poses for both the clinician and 
client. These include the ability to draw upon and utilise vast amounts of information, the ability to relate theory 
and practice to provide the best available treatment and the ability to facilitate hope and understanding within a
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social and cultural context. It seems that some of the main disadvantages pertaining to formulation are reflective 
of a number of continuous debates that have resonated within psychological practice for a many years. These 
include the privileging of certain types of information over others and the predominance of western 
constructions of mental health. In addition to this it would seem that formulation has gained a place within 
clinical practice, a long time prior to any evidence base that supports it.
My position is that formulation is a useful tool; however I am aware that I take this position within the context 
of Clinical Psychology Training that seeks to promote this endeavour. I acknowledge that the current culture of 
evidence based practice has its flaws. However, I am also aware that I am working within a national 
organisation that asserts client choice and the need for empirically supported practice; therefore it seems 
essential that further research be conducted within this area.
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The Process
Receiving the task the first week of starting the course was a daunting experience. The ambiguous nature of the 
title served to intensify this feeling further. I remember wanting clarification of what the course team meant by 
‘the relationship to change’. What or who’s relationship to change? I didn’t feel alone with this experience 
however, that was obvious from our first case discussion group (CDG). Everyone just seemed to talk for ages 
without any clear purpose, except to air their anxieties about starting the course, getting to know everyone and 
the difference in style from undergraduate to doctorate. However, it was not long before we realised that 
actually we were discussing change and the relationship was our own. Our ideas began to take shape within the 
first session as we began to consider how we had all embarked on a journey of change, which on one level was 
likely to be very similar for every individual (transition from one job to becoming a trainee) but very different 
on other levels (our thoughts, feelings and learning).
Initially our focus was mainly on content rather than the process that was occurring within our group. Although 
we decided to utilise reflection as our main focus we reflected on stages of change rather than how that process 
was occurring and the consequences for the individuals within the group. It is my belief that this was a pattern 
that continued through out our problem based learning exercise (PEL). This meant that on the surface our group 
was able to produce some very good content for the presentation. However the process of developing this served 
to exclude some individuals from engaging in the task and prevented the group from fostering a non­
competitive cohesive environment.
I think that this focus on content over process is not unusual. This also occurred within my own therapeutic 
work when I started my placement. In my first sessions I wanted everything to follow a set pattern and it 
frustrated me when it didn’t. I attempted to structure the content of what was discussed in sessions and my 
thinking remained quite removed from the process that was occurring within sessions. I wanted to get things 
right and not miss anything out. I now realise that the over organisation around the task as opposed to the 
process was bom out of my anxiety to perform well and my own uncertainty. This approach was inflexible and 
did not easily consider the clients own views and choices.
The decision making process for our project did not always run smoothly. In fact some weeks we were able to 
make decisions and other weeks it was far more difficult, which resulted in group members becoming frustrated 
with one another. Fortunately the model we used was a stage model of change and although it did not always fit
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our experience exactly it served to normalise the event effectively. Thus allowing a more manageable and 
enjoyable transition.
Reflecting on the process now, I understand that the model helped me to make sense of the experience and gave 
me confidence that our group was not too dissimilar from others. This enabled me to develop an understanding 
of how my clients might experience the psychological models discussed within therapy sessions and how 
normalising an experience can make it more tolerable and less isolating to the individual.
The Group
Our group did not immediately feel cohesive, strong characters and the desire to perform well interrupted this. 
Initially there was a struggle whilst members found their role within the group; this was demonstrated through , 
individuals talking over each other and clear divisions over what was to be included in the presentation. Others,
I think struggled to feel included at all and the group was not instrumental in facilitating this process due to its 
task focus. However, I do not think that this persisted throughout the 6 weeks and I think by the end of the task 
everyone had found a place within the group.
Everyone had a different idea of what should be included and initially instead of working together to form a 
joint understanding of the task, there was battle for each individual to be heard. I think that this can be related to 
working within a multidisciplinary team, where each professionals understanding is perhaps coming from a 
slightly different perspective. I now think if each individual attempts to understand that there is value from all 
perspectives then the team can work collaboratively, however if there is battle regarding which perspective 
should be dominant the team is less functional.
One particular turning point was when the group spent a day filming. It was fun and everyone had a part to play. 
This session was very useful in uniting the group and also added a well placed humorous element to our final 
product. I think everyone worked in a collaborative manner, each contributing equally and the effect was a 
successful piece of work.
At first I felt resistant to a more reflective way of working. It seemed alien in comparison to the scientist 
practitioner framework I was used to working within previously. Balancing science and reflection seemed like a
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difficult task. My attitude towards this changed significantly over the weeks as the process was demystified and 
I realised that I had always used reflection in my work less explicitly.
Initially I was a quieter member of the group, perhaps because I was unsure of my new environment and how I 
would be received, but also because there were already so many good ideas. I became more vocal later on, 
however I realise now that it becomes more difficult to subsume a more involved role if you have not involved 
yourself from the outset. The way I present my self initially in group situations will impact on my ability as a 
professional to be influential when required. It also became apparent to me, that if you work together you can 
make use of diverse ideas to develop a new, more interesting way of working.
It is my impression that our group began to work more collaboratively towards the end of our task. I see the 
PEL exercise as only the beginning of our journey and I think our group shall continue to develop and grow 
over our three years together. i
The Content
Our presentation evolved through reflecting on our own experiences of change as a case discussion group and as 
a year group. We used reflection throughout the task, reflecting individually each week on the group’s journey 
of change. We also asked the year group to complete a questionnaire on their experience of the group change.
We used Tuckman’s Forming, Storming, Norming and Performing model to explain our change. We compared 
our reflections and the year groups with the model. Our group concluded that our CDG moved quickly through 
the stages, whilst the larger group moved at a slower pace. We speculated that this was because the smaller 
group had a time limited task to complete. The model seemed to explain our experience to an extent but we 
noticed that there was perhaps another stage that was not included in Tuckman’s model. We felt that we had 
prepared for our change in a number of ways before starting the course. In addition, I felt that this linear model 1 
did not depict our actual transition as at times I felt we alternated between stages. We incorporated Prochaska’s 
(1962) ideas on what might help the change process and Williams (1999) ideas on what may hinder the process, 
as we recognised quite early on change is a very individual experience.
Thinking about my own change helped me to make links between my own experiences and those facing my 
clients. This enabled me to develop greater empathy. I realised that there are many factors which help and
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hinder the change process, highlighting the importance of understanding my clients within in their wider I 
contextual environment. My own experience of change was daunting, exciting, fun and frightening and I can see 
that my clients facing change may experience a mixture of feelings as well. There is also an element of risk 
involved and sometimes the risks maybe too great for the individual to embrace change.
We gathered our reflections on a weekly basis and they were analysed for common themes. These themes were 
then discussed within the group. One thing that stood out for me was that when an interpretation of the 
reflections fitted well with my own experience it felt very inclusive, however when the interpretation did not fit 
well I felt misunderstood or excluded.
This prompted me to think about individuals from different ethnic backgrounds using mental health services 
based on western beliefs and culture. It highlighted to me that perhaps some psychological models developed on 
an understanding of western individuals may feel quite exclusive at times. When trying to make interpretations 
or explain people’s difficulties, we are likely to make generalisations based on our own values, beliefs and t  
experiences. It is important to remain aware that we are not operating within a cultural or historical vacuum and 
it is necessary to challenge own beliefs and ideas.
Our presentation looked at the different stages of change, what helps and hinders the process and how this 
linked with our clinical work. We covered a broad range of material and made good use of resources to convey 
our message. I was pleased with our end result and also impressed with our delivery. My only criticism is that 
perhaps we attempted to include too much, but the material conveyed a message that would have been 
incomplete if we did not.
Learning Outcomes
I have learnt a lot from the PEL exercise and this can be separated into four categories: reflection, working with* 
colleagues, working with clients and myself. *
At the outset of the project I was unsure of what reflective practice truly meant. My understanding has 
developed over the course of the exercise. Imel (1992) provides a useful definition:
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'Reflective practice is a mode that integrates thought and action with reflection. It involves thinking about and 
critically analysing one’s actions with a goal o f  improving one’s professional practice ’
Thinking about my own experiences and actions helped me learn, adapt and make links with my new ■
environment. I also understand that reflection has always been an essential part of my own learning processes, 
but now I am able to think more clearly about my own role within the therapeutic process.
Working within a group highlighted the importance of communication and each member having a role that was 
valued and respected by the other group members. It was also clear that each member needs to take time to learn 
about the other individuals through listening and allowing space for each person to talk. I feel that this 
experience will be invaluable for working in multidisciplinary teams and in large organisations such as the NHS.
This project enabled an in depth understanding of the change process, especially the difficulties that maybe 
facing clients. It can often feel much safer and more comfortable to remain the same, even if it is not the most 
beneficial way of being. This understanding will impact on my thinking around clients for whom engagement is 
more challenging and those who are ambivalent about making changes. It is essential to understand what is 
making change difficult or frightening. However it is also beneficial to look at what the client gains from , 
remaining the same.
In terms of myself, I am more aware of how I behave initially in groups and that sometimes I feel resistant to 
change. I have learnt that I need to think critically about my values and beliefs especially when working with 
people from different generations or cultures. I am also going through a large transition and experiencing many 
uncertainties which can have an impact on my interactions with my clients and colleagues. I need to continue to 
reflect and develop my understanding of this process through supervision and in my future case discussion 
groups.
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The Original Task
The task of our third problem based learning (PBL) was centred on the Stride family. The family consisted of 
Mr and Mrs Stride and twin girls. Mrs Stride was a woman with learning disabilities and Mr Stride attended a 
school for children with special educational needs. Mrs Stride had two older children living with separate 
adoptive families and the twins were on the child protection register. Our task was to assist the court by 
conducting a full risk assessment and potentially a rehabilitation plan for the children. We were also instructed J 
to think about whose problem this was and why.
The Group Process
Changes in group structure
Our case discussion group (CDG) experienced a couple of changes in structure at the beginning of this task. 
Firstly, we were assigned a new facilitator as did every other CDG. I think that we were a little anxious about 
who would be allocated to our group and I think this was because we all felt we had built a good relationship 
with our previous facilitator. In some ways it felt a bit of a shame that we had to change facilitators each year as 
we had become accustomed to our ways of working and we also felt comfortable with one another. However, I 
like to think that as a group we were fairly open minded about the prospect of welcoming someone new into ou t 
group. On writing this, it has occurred to me that this may be a process that happens a lot for the clients that we ? 
work with. I know that I have worked with a few people where either I have been the second trainee to work 
with them or I have handed them over to someone else when I have left. This is something that is not entirely 
within their control although they do have the right not to see a trainee. However, the process of being allocated 
a new facilitator seems to be a good way of experiencing what it must be like to be given a new psychologist to 
work with. This is something that I had thought about before but I feel I now have a better understanding of 
what it may feel like. Our group took a while to settle down and get used to a new member and in some respects 
it felt a little like taking a couple of steps back before moving forward again. This is not a problem for us in a 
CDG however, I can imagine that this could be quite frustrating if you were progressing nicely in therapy and 
suddenly it is disrupted and not at your choice.
I remember that we were pleased with the facilitator that was allocated to us and I wonder if this was because 
we again had a member of the course team. Although I did not know this particular member personally, we did >
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all know who they were and some of us knew them better than others. I think that because we had a positive 
experience of having a facilitator that was a member of the course team we felt positive about this again. It 
would probably have been a bit more uncertain having a facilitator that we knew nothing about. Research by 
Duck and Fielding (1999) found that members of groups that were allocated a facilitator who was a member of a 
different sub-group, expected them to be less fair and more biased towards the opinions and attitudes of their 
own sub-group. This could explain why I felt having a facilitator who was not part of our group (the clinical 
course) may be more daunting than someone who was. However, although our new facilitator was part of the 
course, they were also part of a different sub-group in that they were part of the course team rather than a trainee. 
According to the work of Duck and Fielding (1999) this should have made us distrustful of them but I do not 
think that was the case -  more that we were just wary of how the dynamics of the group would change due to a 
new person joining.
We also had the experience of losing a member of our CDG not long after the beginning of the task. This 
member was someone who had to leave the course temporarily due to failing some pieces of work. We had all 
become friends by this stage and I think that all of our group were sad about what happened. It seemed 
particularly sad because that member had a real interest and lots of experience in the area we were working on 
and we all felt their contribution was greatly missed. I also think that losing a group member in such 
circumstances also created anxiety within our group. We were not sure why the member had to leave and were 
not sure if they would return -  it suddenly became real that trainees could be asked to leave the course and I 
think this made us consider our own places and how important they were to us.
■ ■ f ?
It was sometimes uncomfortable when discussing this topic as I think we all felt loyal to our group member but j 
we also knew the rules of the course had perhaps not been adhered to. In terms of group cohesiveness (Festinger, 
1950) I think this event brought our group closer together as we were now one person down and were had to try 
and understand why together.
Motivation
Our first meeting occurred after returning to university after the summer so we had not worked together as a 
group for quite a long time. It felt difficult to concentrate at this point as I felt I would rather be spending time 
catching up with the other group members rather than working on a new presentation. This may have been a 
general reluctance to start working again, as the idea of starting the second year is quite daunting due to
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increased demands and coursework. I have also considered that even though university teaching ended for the 
summer, we were still working on placement and also on coursework so perhaps there was an element of feeling 
a bit burnt out and ready for a break.
I think that losing a group member also impacted on our motivation as we seemed to lose interest after this point. 
This was probably because that individual had a lot of passion and experience of working with people with 
learning disabilities and therefore when they left so did a lot of that enthusiasm. Also, we probably spent a fair 
bit of time talking about that person leaving when most other groups were probably working on their task.
7
Theories of motivation such as expectancy theory (Vroom, 1964) states that people are more motivated when
ï '
they think that 1) their effort will result in improved performance, 2) their performance will be recognized and 7 
rewarded and 3) the rewards will be valuable and desirable. Relating this to our CDG, I think that we were not 
really expecting any valuable reward from the task except hoping to pass it and learning more about child 
protection and learning disabilities. I also think that we did not have the aim of improved performance as we 
were at the very beginning of our child and learning disabilities placement and I’m not sure at that time we were 
able to apply knowledge either to the task from placement or the other way. In terms of recognition of our work,
I think the whole year group were a bit disappointed that only one member of staff came to watch our 
presentations and on the day of presenting motivation was not very high. Our group facilitator had given her 
apologies to us in advance which we appreciated as it seemed the other groups had no idea their facilitators 
would not be there.
On reflection of my clinical work, I feel I have an increased understanding of how difficult it can be to remain 
motivated. Although I am aware that I need to complete each piece of work to a good standard in order to pass 
each part of the course, it can still be difficult to remain motivated even though I desire the final outcome. There 
are many things which affect my motivation such as tiredness, relationships, moving house, or family issues. All 
of these things will affect the people we work with so it is important to consider this and think about how we 
can support them.
The Presentation
For our presentation we had originally decided to present the issues in a format similar to the programme News 
Night. However, we found out that some of the other groups were also doing this so we decided to change
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things a bit. We decided to present the case in the future, looking back at the decisions that were made and whatt 
could have been done differently. To do this we included a panel of people who were involved in the case and 
also video interviews of the Stride children who were now adults.
It was interesting to discover on the day of the presentations that nearly all of the groups had used videos as a 
way of presenting some of the material. I think that there was a degree of competitiveness about the 
presentations, perhaps due to the amount of effort that we all put in last year. Also, this can be explained in 
terms of group bias; social identity theory (e.g. Hogg & Abrams, 1988; Tajfel & Turner, 1986; Turner, 1982), 
states that if individuals identify with a group, their need to maintain positive self-esteem leads them to think 
more favourably of their group in comparison to other groups. Therefore, it would be important to make your 
own presentation as good as it can be in order to preserve this preference.
I think that our presentation showed its strength in its originality. By taking a look at the case from the future) 
we were able to think about the long term effects that removing children from their families may have. We alsq 
managed to demonstrate the effects of diversity on this process. We chose one of the twins to have been placed 
into a nice foster family, received good education and had good opportunities whereas the other twin did not 
receive a good education, was brought up in children’s homes and did not have much social support. The 
weaknesses of our presentation were that we were not able to debate the actual decision of removing the 
children based on what may happen today as we were debating the case retrospectively. However, we did try to 
emphasize what might be different had this case been happening now.
Summary
This PBL presentation has differed from the first as we are now at a different stage in training with different 
commitments, different priorities and different experiences. However, I do think it has contributed to 
understanding my development over the past year. I think I am now more relaxed on the course and more ■% 
confident of my abilities on the course. The first year was a steep learning curve for me and I feel I learned a lot? 
both personally and professionally. The PBL showed how especially when placement is busy, I have a tendency 
to place more emphasis on that than on university and this is something I need to be careful to balance out. I 
think this is probably because of my lack of clinical experience prior to the course leads me to feel I need to 
‘catch up’ in some ways whereas I am more used to the university environment. I have also considered the 
benefits of group working which I felt was both enjoyable this year and also invaluable in terms of support. This
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is something that I think will be important to maintain in the future as the demands of training will no doubt # 
increase. i
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The Task
Our final problem based learning exercise (PEL) introduced a daughters concerns about her father who had 
been suffering from short-term memory problems, deteriorating physical health, weight loss and incidents of 
him eating out of date food. The father (Mr. Khan) and his wife had immigrated to the United Kingdom from 
Pakistan in their 30’s. He was now in his 70’s and his wife had recently died of cancer. Their eldest daughter 
had an arranged marriage and lived in Pakistan. The youngest daughter, who had raised concerns about her 
father, had married a European man and had been disowned by her family. Mr. and Mrs. Khan had both been 
religious but Mr. Khan had fallen out with the local mosque over the way they responded to his wife’s death. 
The task raised a number of issues around assessment, differential diagnosis and the role of a clinical 
psychologist, especially in relation to religion and the understanding of another culture. Interestingly, I think 
this task raised a greater challenge to our group than any other PEL and I shall reflect on this in some detail, 
later on in this account. However, despite finding this task the most challenging, personally I have also found it 
one of the most thought provoking.
The Process
Our group attempted to start this task on a number of occasions, without reaching agreement on how to 
approach the task. We were cautious about how we might present this task, halting the process. Our 
conversations often seemed circular, regularly coming back to the issue of culture. We felt uncomfortable with 
representing a family that was from a different race and ethnic background, to our entirely white case discussion 
group (CDG). I found this interesting, as in our previous PEL we role played a mother with a mild learning 
disability. This had not seemed to pose as many ethical dilemmas for the group. This left me wondering whether 
we felt it was more socially acceptable as a non-disabled person to play a disabled person, than it was for a 
white person to play a non-white individual.
Discussion around this topic was the main focus of our group. Discussion relating to older adults and Dementia 
appeared secondary, only being occasionally mentioned. We started to reflect on what it was that made us return 
to this idea of culture. As a group we seemed to have an anxiety about getting this aspect ‘right’. We reflected 
on how our group represented a white majority and how this actually induced feelings of shame within us, 
because of its links with the marginalization of minority groups. I have since found an article that discusses the ; 
experience of shame in multi-cultural counselling. Helms (1990) suggests that white identity development is
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accompanied by feelings of guilt and depression as the person becomes aware that racism exists and that if he or
she conforms to white racial norms, then he or she may be denying black people’s humanity. It is suggested that
these feelings may lead to global experiences of self-blame, humiliation, embarrassment and other negative
emotions that have been shown to increase self focus, limiting empathie understanding (Parker and Schwartz,
2002). This was an important learning curve for our group and me, as I realised that my understanding of my
own racial identity significantly impacts on how I operate as a clinician. This led me to think about
opportunities that I have had to discuss my own racial identity. I struggled to think of any occasions when I had
spoken about this. I could think of numerous times when I had discussed difference and diversity in relation to
others, but I could not think of occasions when I had talked about what it meant to me, to be white. Other people
• ' ; 
in the group agreed with this too. People were able to recall occasions when they had encountered multicultural
situations where they had felt uncomfortable. One person spoke about meeting with an Asian family and an
Interpreter. The individual concerned was male and went to offer to shake the family’s hands in turn. In the
family’s culture, it was not acceptable for a male to shake hands with a female and the woman withdrew her
hand. The group member who recounted this story explained that he had felt awkward and ashamed for not
knowing, he also felt very aware and almost apologetic about his gender. Others had similar experiences, which
as discussed earlier seemed to have made them become internally focused, rather than continuing to focus on
the needs of the family. We wondered whether in part this related to shame regarding our own race and culture.
Perhaps our heightened anxiety is related to the discussion of multi-cultural tensions often covered by the media
or the need to be ‘politically correct’ and not offend others.
This led onto conversations about how our being white British was strongly situated within a political and
economic context. This acknowledgement led me to thinking about what it meant to be English. For me much of
English culture represents something negative i.e. the English flag has represented the British National Party
and also football hooliganism, which are both often associated with racism. I spoke about how often I had felt
embarrassed about being English and assumed that this was true for our whole group. It wasn’t until two others
reminded me that one was Welsh and another was Irish. How had I forgotten this? I realised how easy it was to
make assumptions about how similar others are to you or not, based upon appearance. We discussed some
research on colour blindness, which refers to a conscious or unconscious minimisation, denial or distortion of
race and racism (Neville, Lilly, Duran, Lee & Browne, 2000). It is thought that to protect their privileges, white
people may deny, avoid, and distort the impact of race. For some, the refusal to consider race as meaningful in
any way may even be viewed as a way of prevailing over overt racial prejudice (Gushue & Constantine, 2007). I
have wondered about my own colour blindness. I remember my experience of discussing race on my child
placement, feeling uncomfortable with it. This was not because I wanted to deny the impact of race, but because
54
PEL Reflective Account
of a belief that highlighting it as an object for discussion may feel like I was suggesting it to be a problem for 
the young person I was talking to. At the time I was working within a team that operated quite systemically and 
they encouraged conversations around racial identity. My supervisor encouraged me to challenge my own ideas 
about these discussions, helping me to acknowledge that not only are they essential for developing an 
understanding of the individual we are working with, but that they also help to build a therapeutic alliance and 
minimise power differentials.
Our group decided that as the process of us returning continuously to culture and racial identity had been so  ^
important to us, that perhaps this should be the focus of our presentation. We all agreed that our discussions had 
induced much thought and energetic discussion and that it would be useful to convey this to the rest of our I 
group. Therefore we decided to present the process that our group had gone through since starting this task.
O ur Group
Reflecting on the account so far, I realised that my discussion has been more about ‘our group’ as opposed to 
my thoughts as an individual. This is different to previous accounts and perhaps reflects how cohesively I felt 
our group worked. I remember feeling a sense of pride at the end of our presentation. This is perhaps contrary to 
the feedback we received, as indeed it was noticed that we had not addressed all the issues of the family. 
However, I think our group worked well together and we took a risk, which I think we wouldn’t have been able 
to do before. Previously, we worked very hard to make our presentations as close to perfect as we possibly 
could. This time we were able to accept that we just needed to be good enough. I think this reflects development 
of confidence within a professional capacity, within our CDG and within our year group, but also confidence to* 
discuss our own opinions. Unfortunately, one group member was on holiday when we were presenting but we S 
managed to include him despite his absence, by someone else reading out his view points. I felt this was a nice 
touch and again represented the value we assigned to all of our members.
Thinking about my own role within the group, I was able to contribute more freely than in any other task. As a 
whole we all worked together co-operatively, listening to each other and making room for everyone to 
contribute. Writers have considered that group cohesion is affected by a number of factors (Dion, 2000). One 
key factor may be vertical cohesion or the extent to which superiors are valued. One notable difference for our 
group has been a change in our facilitator and I do think that this has had a positive impact on the way we 
operate. Another factor is horizontal cohesion, or the good feeling that exists between peers. These feelings can
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refer to social/personal issues or to task related issues (Baron & Kerr, 2004). I think perhaps all of these factors 
have applied to our group this year. I both respect and like the other group members and also our facilitator. In 
addition, I think we have proven that we have been able to produce a high standard of work. Each of us has 
brought different qualities to the group, which have facilitated this environment. I think my own strengths have 
been to offer warmth and at times openness. However, I am aware that as well as the positives, there are some 
downsides noted to group cohesion. Groups who are cohesive may at times avoid confrontation to maintain the 
status quo (Baron & Kerr, 2004). I think this is a particular learning need for me, as I find confrontation difficult 
and stressful and thus often avoid it. I think this may at times bring a superficial nature to the group and prevent? 
underlying issues from being addressed.
What our group did not do so well, was address the broad range of issues raised by this task. I have thought 
about this subsequently. Our focus on culture was incredibly useful, but we neglected to address issues 
pertaining to that of ageing. I have wondered what the relevance of this is and think it reflects how society 
operates in general. The care of the elderly is possibly one of the most under resourced areas within health 
service. Stem and Lbvestone (2000) discuss the obstacles faced by therapists working with the elderly. These 
include the therapists own fear of dying, of loss of control and illness, the fear of failure of an older figure and 
the pervasive ageism that permeates modem life. Such factors may have influenced our avoidance of the 
discussion of issues relating specifically to ageing.
Implications for practice ?
As previously mentioned, this task has been immensely thought provoking and has provided a number of 
learning points to be taken forward into my own clinical practice. I have become aware how useful it can be to 
discuss a topic or area that causes anxiety with other colleagues. It helped us deconstruct and challenge some of 
our less helpful views.
Furthermore, the process of completing this task has highlighted how easy it is to make assumptions about how 
similar people are to you. Indicating how easy it might be to adopt ‘colour blind’ attitudes within my own 
practice. In addition, the group’s inability to address issues relating to ageing has highlighted another way in 
which our prejudices may influence our work. It will be important for me to take this forward to my older adult 
placement, where understanding of ageist attitudes will be of great importance.
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CASE DISCUSSION GROUP PROCESS ACCOUNTS: 
SUMMARIES
September 2006 
Year 1
July 2007 <s
Year 2
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CDG PROCESS ACCOUNT YEAR 1 £
Our group had started with a clear focus and that was to complete our problem based learning exercise. After 
this ended, our task was to decide upon the structure of what was then to become our ‘case discussion group’.
As a group, we facilitated a learning environment where we could share skills and contain anxiety about our 
new roles. Part way through the year, the group changed its format quite creatively. Two sessions that 
particularly stood out were discussions around how family backgrounds related to our choice to become a 
clinical psychologist and books and films that had influenced our clinical practice. This added an opportunity to 
explore how the personal impacts on the professional and vice versa.
It was reflected that initially the group had not felt cohesive, strong characters and the desire to perform well 
had interrupted this process. Initially there was a struggle whilst members found a role and others struggled to 
feel included at all. However, it seemed that once the group’s task focus changed, so did the group process. The 
group later represented a cohesive and containing environment, where mostly individuals felt responded to. The: 
account was used to discuss the diversity of the group and how the member’s internal working models had an . 
impact on the group environment. In addition, the senior position of the facilitator and the impact that this had 
on the group was consider.
The process helped to develop not only an insight into how I function in groups but also how this was perceived 
by others. This highlighted the importance of having the opportunity to think about how you position yourself 
within teams, in order to gain respect and trust in your opinion. It also highlighted the importance of effective 
communication and each member having a role that is valued and respected by others. Further, having a 
containing experience within the group enabled me to developing a clearer understanding of how to develop a 
containing environment within my own therapeutic setting.
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CDG PROCESS ACCOUNT YEAR 2
The second year of the case discussion group was quite different from the first and at times seemed to be 
associated with less emotion, meaning and a sense of de-motivation. The group was less clearly structured and 
had moved away from discussing cases as had been done the year before. Rather, the group chose to focus on 
more personal and professional issues, such as how gender may impact on emotional expression, managing 
inadequacies in placement supervisors and the ability to place boundaries on your own time.
The account acknowledged the impact of two major changes: the loss of one group member and the introduction 
of a new facilitator. The loss of the group member raised individual’s anxieties about the certainty of places on 
the course and also marked the loss of one of the more reflective thinkers within the group. The addition of the 
new facilitator also had an impact, perhaps bringing a calmer and less competitive element.
It was suggested however, that although at times the group had not always been used in a meaningful way, it 
had continued to provide an opportunity for self reflection and developing awareness of group dynamics which & 
were easily related to experiences on placement-and working within the NHS. However it was recognised that 
as a group we needed to work towards developing a space that allows for more positive risk taking, by fostering 
a safe and contained environment.
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CLINICAL PLACEMENTS
Adult Mental Health 
(Nov 2005-Sept 2006)
Child and Adolescent Mental Health 
(Oct 2006-March 2007) 
People with Learning Disabilities 
(April 2007-Sept 2007) 
Advanced Competencies 
(Oct 2007-March 2008) ,
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ADULT MENTAL HEALTH 
Setting: Community Mental health Team (1 session per week in Primary Care).
Presenting problems: Borderline Personality Disorder, First Episode Psychosis, Paranoia, Unresolved Grief, 
Dissociation, Agraphobia, Bipolar Affective Disorder, Depression, Obessive Compulsive Disorder, Panic, 
Hearing Voices, Self-harm.
Client’s age range: 20-62
Therapeutic approaches used: CBT, DBT/ Mindfulness, Systemic/ Family Therapy
Summary of placement: The placement was varied an included a mixture of direct client work, family therapy, 
group therapy and Neuro-Psychological assessments. I worked mostly individually with clients, but also co­
facilitated a stress management course in primary care and a Hearing Voices group in the CMHT. In addition, I 
jointly organised, developed and facilitated a panic group in primary care. I was involved in the development 
and facilitation of a new family therapy service for individuals with psychosis. I usually took part as a member 
of a reflecting team. Work was both in out-patient settings and on the ward. I also completed a service 
evaluation both at the CMHT and for primary care.
CHILD AND ADOLESCENT MENTAL HEALTH 
Setting: Child and Adolescent Mental Health Service
Presenting Problems: Low self-esteem, underachievement at school, aggression, selective mutism, nightmares, 
Autism, Obsessive Compulsive Disorder, Post Traumatic Stress Disorder, behaviour problems, difficulties with 
sleeping.
Client’s age range: 4-12.
Therapeutic approaches used: Behavioural, CBT, Family Therapy.
Summary of placement: I worked both individually with children and also with parents and families. I was 
able to work jointly with a Speech and Language Therapist, attend a clinic specifically for social communication 
disorders and formed part of a reflective team during family therapy. A number of school observations were 
conducted and information from different networks including schools, families and liaison workers were used as 
part of the assessment process. A number of psychometric assessments were completed, including one for a 
child who had epilepsy. I also attended a multi-agency network meeting for a child who had removed from her 
family due to issues surrounding sexual abuse.
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PEOPLE W ITH LEARNING DISABILTIES 
Setting: Community Team for People with Learning Disabilities.
Presenting Problems: Challenging behaviour, Dementia, Anxiety, Depression, Asperger’s syndrome, capacity 
to consent to becoming an organ donor, capacity to consent to sexual relationships.
Client’s age range: 24- 67.
Therapeutic Approaches: Behavioural, CBT, Social Stories, Systemic.
Summary of Placement: 1:1 therapy was undertaken with two individual clients. A number of dementia 
assessments were undertaken with individuals with Down Syndrome. Furthermore, three functional analyses of 
individuals with challenging behaviour were conducted, with the support of the challenging behaviour service. 
The work also involved teaching and liaison with staff in residential settings. Finally I conducted two capacity 
to consent assessments. One was to assess a ladies capacity to consent to be a kidney donor for her father and 
the other was to assess a man’s capacity to consent to sexual relationships.
ADVANCED COMPETENCIES PLACEMENT
Setting: Adolescent Service
Presenting Problem: Bulimia, Aggression, Self-harm, Depression, Low Self-Esteem, Obsessive Compulsive 
Disorder, Domestic Violence, Memory and Social Communication Difficulties, relationship difficulties, 
Bereavement.
Client’s age range: 14-17.
Therapeutic Approaches: Solution focused, Narrative, Systemic, CBT.
Summary of Placement: I gained experience of working with adolescents mostly in out-patient settings but 
also in schools. I was involved in a clinic for adolescents with eating disorders and also carried out 
psychometric assessments to assess for learning disability and Autism. The placement involved working jointly 
with a nurse specialist. I also supervised a senior Social Worker in a number of CBT cases.
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Research Log
Research Log Checklist
1 Formulating-and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research □
11 Collecting data from research participants □
12 Choosing appropriate design for research questions □
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
V
30 Applying research findings to clinical practice V
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THE ATTITUDES OF YOUNG ADULTS TO THE CHANGE IN
DRINKING LAWS
QUALITATIVE RESEARCH METHODS
May 2006
Year 1
Statement of Anonymity: This report does not contain any identifying information about the participants 
who took part in this study. Their written consent was sought and gained prior to writing this report, 
where they were made aware of the anonymous nature of the material to be included.
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ABSTRACT
Objectives: To explore the attitudes of young adults to the change in the drinking laws.
Design: A qualitative methodology, Interpretative Phenomenological Analysis, was used to give an insider 
perspective on the phenomenon being studied. An ideographic case-study approach, suitable for sample sizes of 
up to ten participants was chosen, allowing the researcher to explore shared themes amongst the cases. 
Participants: Six participants took part in the study. Three were females and three males, five of whom 
identified their identity as White British and one as Asian Indian. Participants were an opportunity sample, 
recruited the researcher’s personal contacts. All were aged between 18 and 25 years.
Results: Three super-ordinate themes were identified. These were perceived cultural influences on drinking 
patterns, perceptions of beneficial consequences of the change in law and concerns about the consequences 
regarding the change in law. !
h
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AN EVALUATION OF THE EFFECTIVENESS OF A STRESS 
MANAGEMENT COURSE IMPLEMENTED IN PRIMARY CARE.
SERVICE RELATED RESEARCH PROJECT.
July 2006.
Year 1.
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ABSTRACT
Objective: To evaluate the effectiveness of a group cognitive behavioural stress management course.
Design: A quasi-experimental design method, with a within subjects design.
Participants: Participants were individuals who were referred to primary care adult psychology service and 
opted to attend a stress management course. Only data from individuals completing the course were used. This 
included 57 individuals altogether (16 men and 41 women).
Measures: The outcome measures used were the BDI-II, the GHQ-12 and a satisfaction questionnaire designed 
by the service.
Results: The results demonstrated that there was a significant reduction on the scores on the BDI-II and the 
GHQ-12 administered post completion of the stress management course. A high proportion of individuals were 
satisfied with the structure and format of the course and felt that they had gained some useful skills and a better 
understanding. However, 65% of individuals felt that they required further help to deal with issues and 30% of 
people were not confident that they would progress.
Conclusion: It does seem that completing the stress management course reduces symptoms as measured by the 
GHQ-12 and the BDI-II. However further research is needed to understand fully the number of people requiring 
further individual work and whether individuals continue to make progress.
70
SRRP
INTRODUCTION
Primary Care
A common dilemma in psychological practice in the NHS is the pressure of responding creatively to the 
demands imposed by Primary Care waiting lists, in combination with the requirements to deliver interventions 1 
that have been illustrated to be safe, successful and cost effective (Kellet et al, 2004). One Primary Care service 
innovation is Jim Whites large group Cognitve Behavioural Therapy (CBT) approach for anxiety and stress 
(Stresspac; White, 2000). The service philosophy underpinning the approach is that such a provision liberates 
therapeutic resources, thus enabling clients with complex problems and presentations to have quicker access to 
required one to one clinical input.
Stress
Stress consists of the effects and forces that disturb the body’s homeostasis. The disturbance can manifest itself 
in the physical, emotional, behavioural or cognitive realms. Since these realms are generally interconnected, the 
effects of stress upon individuals are generally multi-focal. The effects of stress upon the individual are well 
known, but the actual mechanisms of how stress disturbs the body and mind are poorly understood. The effects 
of stress are often psychiatric symptoms and disorders including anxiety, depression and irritability (Kessler et 
al, 2000).
Evidence for a Cognitive behavioural Stress Management Course
CBT has been implicated as an effective treatment modality by NICE guidelines for a number of different 
disorders including anxiety, depression, panic, phobias, obsessive compulsive disorder, post traumatic stress 
disorder and bulimia (BABCP, 2005). Some studies have demonstrated that CBT delivered in a group format is 
effective for a number of different mental health problems including anxiety and depression (e.g. Scott & 
Stradling, 1992). When compared to individual therapy, it has been demonstrated that there is no effect of 
modality on outcome (Gould et al, 1997; Piper & Joyce, 1996). Jim White suggests that many therapists 
working individually aim to offer a quality service, whilst remaining blind to the issue of quantity, i.e. offering
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at least some help to the vast majority who are currently deprived of access to a mental health professional. He 
suggests that other more cost effective approaches such as groups may enhance therapy effects rather than dilute 
them. In addition groups can allow service users to be accompanied by members of their social support network, 
allowing strategies to filter through an individuals system and have an impact on an individual’s environment 
which may have previously remained a maintaining factor. Further to the support for CBT delivered in a group 
format, there has been some support for the use of stress management techniques for mental health problems. A 
number of studies have demonstrated that stress management can reduce psychiatric symptoms and improve 
coping (Keogh et al, 2006; Mino et al, 2006; Kessler et al, 2000; Lutgendorf, 1998). <
The Service
In 2000, the Adult Psychology Service began to implement a large group CBT based package based on 
Stresspac (White, 2000). It was considered that this would have a number of advantages for both clinicians and 
service users alike. In terms of clinicians, there would be an average saving on approximately 160-170 
clinician’s hours per course (as compared to individual sessions). This would consequently reduce waiting lists. 
In addition, the course is suitable for a wide range of clients, enabling individual work where needed and 
allowing greater preparation time. Overall, it was thought there would be increased variety, development, 
enhanced skills and increased support, increasing job satisfaction and leading to greater staff retention. It was 
felt that service users would benefit from 14-21 hours of input, receive strategies for management of symptoms, 
opportunities for social interaction and the reduction of isolation. The group experience would provide a 
normalising experience, whilst offering learning through a variety of modalities such as modelling, sharing and = 
teaching. In addition, there would be a minimum wait for treatment and the opportunity of further individual 
sessions if required. Figure 1 demonstrates the proposed model for the service.
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Figure 1. Adult psychology service model (2000).
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Service Evaluation
The current emphasis in the UK today is for a health service that is modem, dependable and offers a quality 
assured service (DoH, 2000). This drive for quality of care was formalised by the Introduction of Clinical 
Governance and encompasses the twinned concepts of clinical effectiveness and evidence based practice (EBP). 
Clinical effectiveness and EBP have become increasingly important in health care in the UK since the mid 
1990s as they provide a framework for clinical problem solving which allows practitioners to keep up to date 
with current best practice in their field. Clinical decisions should therefore be informed by up to date, relevant 
and robust evidence (Greenhalgh, 2000; Sackett et al, 2000). There are five key steps for evidence based 
practice (see figure 2).
Evaluate
Put evidence 
into practice.
Define the 
question.
Clinical
problem.
Track down the 
evidence.
Critically 
appraise the 
evidence.
Figure 2. Cycle for evidence based practice.
As discussed previously there is a large evidence base for the use of cognitive behavioural techniques in a 
number of disorders and further evidence to support the use of groups and the role of stress management in the 
reduction of symptoms. The Stress Management Course delivered by the Adult Psychology Service has
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developed and evolved over time based on service user requirements and feedback. It is thus essential that it is 
formally evaluated.
Aims and Hypothesis
Therefore this project aims to evaluate whether the stress management course is effective at improving an 
individuals psychological functioning. It aims to do so by attempting to answer the following questions:
• Does the course reduce individual’s symptoms as measured by the Beck Depression Inventory-II and 
The General Health Questionnaire?
• Are service users satisfied with structure and format of the course?
• Are service users satisfied with the outcome achieved from the course?
Based on the evidence supporting the effectiveness of stress management on a variety of psychiatric symptoms 
the following hypothesis was formed:
• There will be a significant difference between individual’s scores on the pre and post administered 
Beck Depression Inventory-II and the General Health Questionnaire (12 Items).
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METHOD
Design
This study used a quasi-experimental method and a within subjects design. Participants were selected using an 
opportunity sample. The effect of the stress management course on symptom reduction (independent variable) 
was evaluated using two dependent measures (please see below).
Participants
There were 56 participants included in the study; this included 16 men and 41 women. Only data from 
individuals that had completed the course were used. All individuals that were referred to Primary Care 
Psychology are offered the Stress Management Course. The group was comprised of individuals referred for 
varying psychological problems.
Intervention: The Stress Management Course.
The course combined psycho-educational information, cognitive behavioural and mindfulness techniques (taken 
from Zen Buddhism). It ran for 8 consecutive weeks, each group lasting 2 hours, with a 15 minute break half 
way through. The course was taught using a range of different methods including teaching, small group 
discussions, opportunities to practice new skills and homework tasks. Please see appendix 1 for a full 
programme outline.
Measures
The following measures were selected by the service and were used to monitor change and risk:
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Beck Depression Inventory-II (BDI-II) (please see appendix 2): a 21 item self report instrument for measuring 
the severity of depression. Its administration served a dual purpose; to measure reduction of symptoms and thus 
determine effectiveness but also to indicate risk in relation to self.
General Health Questionnaire (GHQ-12) (please see appendix 3): is a 12 item self report questionnaire and was 
also used to measure symptom reduction. In general the GHQ focuses on assessing: (1) inability to carry out 
one’s normal healthy functioning and (2) emergence of new phenomena that are distressing (Goldberg & 
Williams, 1991). Identified factors sample the domains of anxiety and depression, social dysfunction and loss of 
confidence and self-esteem.
Satisfaction Questionnaire (please see appendix 4): This questionnaire was designed by the service and was 
comprised of a mixture of questions that gather qualitative and quantitative data. The questionnaire was 
concerned with assessing individuals satisfaction with the course. P
Procedure
Once individuals opted to attend a stress management course they were sent a letter detailing the next available 
course. On arrival each individual was given information about what the following 8 weeks would include. In 
addition, they were asked to complete a BDI-II and GHQ-12. An explanation of how to complete each form is 
offered and questionnaires are collected by the facilitator of the group, immediately after completion. 
Individuals who are unable to attend any of the sessions were offered a catch up session by an Assistant 
Psychologist individually. During the final session, individuals were asked to complete a BDI-II, a GHQ-12 and 
a satisfaction questionnaire. These were all collected immediately after completion.
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RESULTS
P
Symptom Reduction
To test the original hypothesis it was necessary to compare the means of the scores obtained on the pre measures 
of the BDI-II and the GHQ-12 with the scores obtained on the post measures. As the design was a within 
subjects design and the scores obtained were normally distributed, it was possible to use a paired samples t-test.
As demonstrated by the table below, there were clear differences between the pre and post measures on both the 
BDI-II and the GHQ-12. The mean scores on the post measures were lower than on the pre measures.
Table 1: Descriptive results of scores obtained on the pre and post measures.
Mean Std. Deviation
GHQ-12 (Pre) 20.8 7.1
GHQ-12 (Pre) 13.1 8.1
BDI-II (Pre) 24.7 12.4
BDI-II (Post) 14.5 12.6
Results of a paired samples t-test demonstrated that there was a significant difference between the results on the 
GHQ-12 administered prior to the intervention and the results on the GHQ-12 administered after the 
intervention (p=0.000; df=56; p<0.01).
There was also a significant difference found between scores on the BDI-II administered prior to the 
intervention and scores obtained on the BDI-II after the intervention (p=0.000; df =56; pO .O l). Please see table 
2. Therefore the hypothesis can be accepted.
Table 2: Results of a paired samples t-test.
Pair Mean Std.
Deviation
df t Sig. (2 
tailed)
GHQ-12 (Pre) 
& GHQ-12 
(Post)
7.7 7.7 56 7.6 .000
BDI-II (Pre) & 
BDI-II (Post)
10.2 10.8 56 7.09 .000
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Service User Satisfaction
The second aim of this study was to explore individual’s satisfaction of the course using responses to items on a 
satisfaction questionnaire. The frequency of responses were calculated for each item on the satisfaction 
questionnaire. The results to these responses are demonstrated in the table 3+4 below. As can be seen, -
individuals were generally satisfied with length of meetings 82.5% of people reporting that this was just right. 
Similarly, with time of day, 78.9% of individuals reported it to be just right. There were a larger percentage of 
individuals reporting some dissatisfaction with the number of meetings, 36.9% reporting that they were either 
too short or too long. Nearly 65% of individuals indicated that they felt that the presence of others with 
difficulties was just right, although there was 25% that felt there was too few and 10.7% that felt there were too 
many people present with difficulties.
Table 3: Satisfaction with format of group
Percentage F.espouse (n=57)
Too Short A little 
short
Just
Right
A little 
long
Too Long
Length of each 
meeting (2hrs)
0 7 82.5 8.8 1.8
F ar too few Too few Just
Right
Too many F ar too many
Total num ber of 
meetings.
7 24.6 - 63.2 5.3 0
Too small A little 
small
Just
Right
A little 
large
Too large
Size of group 0 3.5 68.4 19.3 8.8
F ar too few Too few Just
Right
Too many F ar too many
Presence of others 
with difficulties.
7.1 17.9 64.3 7.1 3.6
Too early A little 
early
Just
Right
A little 
late
Too late
Time of day 7 10.5 78.9 3.5 0
As can be seen in the table below, the majority of individuals attending the course reported that the course had 
helped them to see how to improve the quality of their lives (94.7%), gain a greater understanding of their 
difficulties (93%), would recommend the course to another with the similar problems (91.2%) and felt more in ' 
control (78.9%). Roughly half the individuals felt that perhaps they had not put in enough effort to gain the
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maximum benefits. In addition although, individuals felt that they had gained new understanding and skills, 
64.9% still felt that they required further help with other issues.
Table 4: Service users opinions of effectiveness of course.
Percentage Response (n=57)
No Yes Not
responded
Attending the course has helped me to see 
how I can improve the quality of my life.
3.5 94.7 1.8
Attending the course has helped me gain a 
greater understanding of my difficulties.
5.3 93.0 1.8
I have put a great deal of effort into learning 
the strategies and practices taught on the 
course and am confident that, with continued 
effort, I can make further progress.
29.8 64.9 5.3
I now have new understanding, skills and 
strategies to tackle the difficulties addressed 
on the course, but would like additional help 
with other issues.
22.8 64.9 12.3
I know I have not put enough effort into the 
course and/ or home practice to fully benefit.
45.6 50.9 3.5
I would recommend the stress management 
course to others with similar problems.
1.8 91.2 7
I feel more in control now that I know how to 
help myself.
14.0 78.9 7.0
I would like to attend a small group for help 
in managing my panic attacks.
68.4 31.6 0
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DISCUSSION
Findings
The initial aims of this study were to (1) evaluate the effectiveness of a stress management course on reducing 
symptoms (as measured by the GHQ-12 and the BDI-II and (2) to explore service user’s satisfaction with the 
structure/ format and outcome of the course. With reference to the first aim, a hypothesis was derived from the 
existing literature:
There will be a significant reduction on the post intervention scores on the GHQ-12 and BDI-II as compared to 
the pre intervention scores on the BDI-II and the GHQ-12.
The results reported earlier, supported this hypothesis. There was a significant difference found between the pre 
and post measures. The mean scores on the pre measures were higher than those on the post. These results were 
significant at the 95% confidence level. Thus supporting the previous evidence base that suggests CBT 
orientated stress management courses reduce psychiatric symptoms and improve psychological function.
The second aim was to explore service user’s satisfaction of the structure, format and the outcome of the course. 
The results demonstrated that a large proportion of individuals were satisfied with the length and timing of the 
course. However, over 30% of service user’s were dissatisfied to some degree with the total number of meeting's, 
the size of the group and the presence of others with difficulties. Over 90% of service user’s felt that the course 
had improved their life quality, deepened their understanding of their difficulties and felt that they would 
recommend the course to a friend. Also 79% of individuals stated that they felt in more control of their lives as a 
consequence. This demonstrates that the majority of people who completed the course felt that it was of use to 
them.
Individuals attending the course did not feel as confident about how much effort they put into the course itself 
and home practice, 46% reporting that they had not put in enough effort. It is likely that individuals have many 
other commitments that make it difficult for them to put into practice the ideas that they are learning. However, 
it maybe of use to incorporate some time into the course for people to explore and problem solve their concerns 
around this. In addition, a high percentage of individuals suggest that they felt they would still require help with 
other issues after completing the course. This may suggest that the course is not addressing the breadth of issues
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necessary, meaning that individual’s needs are not met fully. It is very difficult to confirm this without 
completing further psychological assessments to determine people’s needs.
Nearly 30% of individuals suggested that they were not confident that they would continue to apply the 
strategies taught and make further progress. Whilst it is likely that this proportion is representative of any 
therapeutic population, it maybe of use to explore further, the factors that have influenced this response. ?
Limitations
There were several limitations to this study that are worthy of note. In the first instance, a quasi-experimental 
method was used, thus making causal effect more difficult to infer as extraneous variables were not controlled 
for. A within subjects design was used, which involves some possible threats to the internal validity such as 
maturation, practice, fatigue, history and selection effects. The use of self report measures has its own 
limitations which include issues surrounding social desirability and the fact that your own interpretation is 
heavily influenced by your mood on the day you complete them. In addition both the GHQ-12 and the BDI-II 
ask for individuals to report changes in mood in functioning over the past couple of weeks. This is problematic 
for individuals who have been experiencing problems for a longer period of time.
As the service had already implemented their own evaluation procedures and the data collected prior to the ?
beginning of this project, I was unable to obtain data regarding the drop out rate from the course. Therefore onl% 
data from individuals who completed the course were analysed. This means that data maybe biased, especially 
the satisfaction data as individuals who not satisfied are not likely to complete the course.
As the course was originally designed on the Stresspac (White, 2000), which was mainly for the use with 
individuals experiencing anxiety and as the incidence of individuals presenting with anxiety is so high in 
primary care, it maybe of use to use a more specific anxiety measure such as the Beck Anxiety Inventory.
Further Research
A number of research projects can be suggested from this project. Analysis of the qualitative data provided by
the satisfaction questionnaire would enrich the results of this study, but are beyond the remit of this project.
Also, data from a follow up session was due to be collected within the next month. Analysis of this data would
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be useful in determining whether progress is maintained. In addition, it would be of use to determine how many 
individuals require further psychological input after they have completed the course.
Summary
It seems possible to infer that the Stress Management course had a positive impact on the reduction of 
symptoms as measured by the BDI-II and the GHQ-12. In addition, a high proportion of individuals completing 
the course were satisfied with the structure and format. A high proportion also felt that they had gained a v 
number of benefits and would recommend it to others. However, 30% of individuals did not feel confident about 
making further progress and 65% stated that they still required further input.
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APPENDIX 1 
PROGRAMME OUTLINE
; G
s t r e s s  m a n a g e m e n t  c o u r s e  
r -  *, a/tpt T7 OF T Y P ir \T PROGRAMME
;cTr>N 1 ; In form ation  and O verview  
General information
Why a ‘stress’ management course? A definition of stress
Myths about stress
Why stress is often nnnotieed or seems ‘just part of life’
What causes stress and what keeps it going? Introdnetion to:
S
and Projecting butNot Living ‘Now 
6. What Can Be Done About It?
1  2 : t i : n : S u o C i : g : . « i n g m a t i s P o s s i b i e
e) H om e Practice and Experiments
crrccmw 2: Th- - t i n d e r  Stress
p ^ rc e  Body Shess! Reuniting Mind and Body
cv«m N  a: Thi- '^ P IInrtcr Stress
You Think You Can
CESSION 4: Behayiojjr  Under Stress
SgSSIONS_5r8iAËElyinfL!ïji^ LSâlE£ÊîttÊ^ RUfiÛi!i£LEi£ÜS^ Sâ:
Sleep, Panic Attacks, Depression, Anger, Keeping the Practice Going 
«  t >. v . , ,  will not be required to speak during the courses unless you ch.
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APPENDIX 2
BDI-II
Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and 
then pick out the one statement in each group that best describes the way you have been feeling during the past two 
weeks, including today. Circle the number beside the statement you have picked. If several statements in the group 
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one1 
statement for any group, including Item 16 (Changes in Sleeping Pattern) or Item 18 (Changes in Appetite).
1. Sadness
0 I do not feel sad.
(T) I feel sad much of the time.
2 I am sad all the time.
3 I am so sad or unhappy that I can't stand it.
2. Pessimism
0 I am not discouraged about my future.
(T) I feel more discouraged about my future than I
used to be.
2 I do not expect things to work out for me.
3 I feel my future is hopeless and will only get 
worse.
3. Past Failure
0 I do not feel like a failure.
1 I have failed more than I should have.
C|) As I look back, I see a lot of failures.
3 I feel I am a total failure as a person.
4. Loss of Pleasure
0 I get as much pleasure as I ever did from the
things I enjoy.
I don’t enjoy things as much as I used to.
I get very little pleasure from the things I used 
to enjoy.
3 I can’t get any pleasure from the things I used 
to enjoy.
5. Guilty Feelings
0 I don’t feel particularly guilty.
1 I feel guilty over many things I have done or 
should have done.
( 2) I feel quite guilty most of the time.
3 I feel guilty all of the time.
à
6. Punishment Feelings
0 I don’t feel I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
(T )  I feel I am being punished.
7. Self-Dislike
0 I feel the same about myself as ever.
1 I have lost confidence in myself.
(2)  I am disappointed in myself.
3 I dislike myself.
8. Seif-Criticalness
0 I don’t criticize or blame myself more than usual,
(ly  I am more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 I blame myself for everything bad that happens.
9. Suicidal Thoughts or Wishes
(O) I don’t have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would 
not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
(2)  I cry over every little thing.
3 I feel like crying, but I can’t.
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11. rtyitauuii
0 I am no more restless or wound up than usual. 
I feel more restless or wound up than usual.(P
2 I am so restless or agitated that it’s hard to stay 
still.
I am so restless or agitated that I have to keep 
moving or doing something.
12. Loss o! Interest
0 I have not lost interest in other people or 
activities.
f 1 j I am less interested in other people or things 
than before.
2 I have lost most of my interest in other people 
or things.
3 It’s hard to get interested in anything.
13. Indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions than 
usual.
QT) I have much greater difficulty in making 
decisions than I used to.
3 I have trouble making any decisions.
14. W orthlessness
0 1 do not feel I am worthless.
1 I don’t consider myself as worthwhile and useful
as I used to.
I feel more worthless as compared to other 
people.
I feel utterly worthless.
15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
(2)  I don’t have enough energy to do very much.
3 I don’t have enough energy to do anything.
16. Changes In Sleeping Pattern
0 I have not experienced any change in my 
^  sleeping pattern.
(la) I sleep somewhat more than usual.
lb I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1-2 hours early and can’t get back
to sleep.
11 • Miitummy
0 I am no more irritable than usual.
1 I am more irritable than usual.
(sT) I am much more irritable than usual.
3 I am irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my
appetite. _______________
la My appetite is somewhat less than usual.
(lb) My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual._______
3a I have no appetite at all.
(âb) I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
1 I can’t concentrate as well as usual.
( 2 )  It’s hard to keep my mind on anything for 
very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than 
usual.
( 2}  I am too tired or fatigued to do a lot of the things 
I used to do.
3 I am too tired or fatigued to do most of the 
things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my 
interest in sex.
1 I am less interested in sex than I used to be. ^
2 I am much less interested in sex now.
3 ) I have lost interest in sex completely.
NOTICE: This form is printed with both blue and black ink. If your 
copy d oes  not appear this way, it has been photocopied in 
violation of copyright laws.
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APPENDIX 4 
SATISFACTION QUESTIONNAIRE
92
Date: -3/ 4/06 Course S ta rt Date: J ' l j
Stress Management Course Evaluation Form
This questionnaire invites you to give feedback and comment on the Management Course 
you have just completed. First, please comment on the meetings and the facilities where 
the meetings were held, putting a circle round the number that best expresses your opinion:
Name:
Please circle the number that best expresses your opinion
Length ofeach 
meeting (2hrs)
> z " n  «loo short f Just right^z Too long
Total number of 
meetings _  ] 2 /  4 5 .
Too few !  Just right/ Too many
Size of group
1 2 4 5 
Too small | Just right J  Too large
Presence of others 
with similar 
difficulties
1 2 4 5 
Too few / Just right J  Too many
Time of day
1 2 3 4 5
Too early Just right Too late
Now we would like you to think about whether or not you have been helped by 
attending the course, remembering that it will be essential to continue to practise 
what you have learnt if you are to make further progress.
Please circle YES or No after the following statements
vx>üup "WN 
tie
Attending the course has helped me to see how I can improve the 
quality of my life.
Attending the course has helped me gain a greater understanding 
of my difficulties.
ZYES/^O
I have put a great deal of effort into learning the strategies and 
practices taught on the course and am confident that, with 
continued effort, I can make further progress
( YEg/NO
I now have new understanding, skills and strategies to tackle 
difficulties addressed on the course, but would like additional 
help with other issues (please give details ovér-page)
YES/NO
I know I have not put enough effort into the course and/or home 
practice to fully benefit
YÉS/ÿfO
W r civup
VLOKt
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[ would recommend the Stress Management Course to others with /  Y E W o  -
similar problems
[ feel more in control now that I know how to help myself
[ would like to attend a small group for help in Managing Panic 
Attacks.
. |
us explained, it is not possible to sec all clients who present with problems related to 
tress individually, as we would not be able to manage our waiting lists. We also believe 
tat the group approach is more beneficial, in many cases, as it allows participants to see 
mt their problems are not uncommon and that there is much to be learnt from other 
articipants. The group approach also means that we can give you much more time than 
i a short course of individual sessions, and allows us to reserve 1:1 sessions for those 
dio most need them.
ts a result of the course, however, some of you may have identified (or feci clearer about) 
ignificant problems or underlying difficulties for which you feel you may need additional 
clp. If you are one of those people, please describe below the nature of these 
roblem/s, (e.g. still experiencing effects of posttramnatic stress/childhood sexual abuse/ 
)CD/Eating Disorder, etc). Tins will help us decide the best course of action. Please note, 
owever, that help with panic disorder will normally be provided in small group form at 
icre Road.
F you are unsure, please speak to Rhona at the end of this session, or by telephone (020 
541 1686), or describe the reasons for your uncertainty below.
 ___
— kàjx._uiBu  j£-iALok
 Lünüïàv „ W  k A h k k ______________ ________
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Vhat three things did you find most helpful?
1.
2  ......
3 .................................................................................................................................... ...........................
Vas there anything about the course that was unhelpful?
. . . .M o . . . . .   ............................ .
s there anything you feel the course omitted?
> 0  you have any suggestions for improving the course? 
... lz.^-9..... ..... ,VTW#y}.\ . . . . . . . . . . .
Do you have any other comments?
Thank you for taking the time to fill in this questionnaire
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Email acknowledging feedback to service
S R R P
0
https://outlook2003.surrey.ac.uk/exchange/psplep/Inbox/RE:%20Research%20feedback%20fbr%20portfolio-2.EML?Cmd=open r i i j
Reply | ..^ Reply to d  Forward |(_^ -A  X . '^ 1  #H e lp! ! ...
^  You replied on 07/07/2008 17:43.
From:
To:
Cc:
Subject:
Attachments:
Trotter, Rhona [Rhona.Trotter5@swlstg-tr.nhs.uk] 
Peart EJ Miss (PGM - Psychology)
Sent: Mon 07/07/2008 16:12
RE: Research feedback for portfolio
. ... . . • 
S _   !
Dear Emma.
This is just to confirm that you fed back the results of your SRRP to me concerning your evaluation of our Stress Management 
Courses. It made interesting reading and was really helpful information to have.
I hope the final days of the course go well and wish you all the best for the future
Kind regards,
Rhona Trotter
Consultant Clinical Psychologist 
CBT and Group W ork Lead 
PTiPC. Kingston
I
We are hoping to become a foundation trust by spring 2009. To find out more and learn how you can become a foundation 
trust member, go to our website http:4''wnw. swlstg-tr.nhs.uk'aboutfbundation_trust_membership. asp or email 
member ship@swlstg-tr.nhs ,uk
This e-mail may be confidential and privileged. It you are not the intended recipient, please accept our apologies; please do
« 1  t t i l r  »  w i t l  .<-vr t - i L - e  - i-n u .  . - . - .n t a M f - r  r im  r n  i f  .-H - i.- t - ltr  ....... .......
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ABSTRACT
Objectives: This study’s principle aims were to evaluate whether critical attitudes currently exist within 
community mental health teams towards people with a diagnosis of personality disorder, and to compare these 
results with past research, to anticipate whether any change has occurred over the last twenty years.
Design: An experimental between subjects design was used. An email survey was employed based on a 
previous study titled: Personality Disorder: The Patients Psychiatrists dislike (Lewis & Appleby, 1988). 
Participants: Participants were clinicians working within Community Mental Health Teams across England.
The sample included 355 clinicians in total. Roughly two thirds of the sample were female and in their early 40s. 
Measures: Clinicians were given one of seven vignettes to read, which were based on a GP referral. They 
differed on the diagnosis mentioned and the gender, class and ethnicity. Clinicians were asked to respond to a 
semantic differentials questionnaire, aimed at assessing their attitudes.
Results: Strong effects were found for groups given vignettes stating previous diagnosis of personality disorder 
versus no personality disorder, whilst no effects were found for gender, ethnicity or social class.
Conclusions: This research has demonstrated that negative attitudes towards individuals with a diagnosis of PD 
currently exist in clinicians working in Community Mental Health Teams. Clinicians tend to be more negative 
with respect to treatment outcomes and service suitability for this client group and were also likely to predict 
more negative emotional responses.
103
MRP
ACKNOWLEDGEMENTS
I am immensely grateful to all the staff working in Community Mental Health Teams who took part in this 
research. I would also like to thank Fiona Warren, my research supervisor for her advice and support throughout 
this project. A special thank you goes to the ‘circuit girls’ who made the whole research process bearable and 
even sometimes fun. I would not have been able to survive this without your support.
104
MRP
INTRODUCTION
Personality Disorder (PD) is a common and debilitating disorder that can cause a great deal of distress for the 
individual and impact heavily on services and families (NIMHE, 2003). People with personality disorders 
present to many different agencies in the community, including community mental health teams (CMHTs), 
social services, primary care, the police and the probation service (NIMHE, 2003). Although previously these 
services have not prioritised the needs o f these people, recent policy developments have indicated a change in 
approach. Previously individuals with PD have been deemed unbeatable and their place within the mental 
health system questioned. This has often meant individuals with such a diagnosis have been excluded from 
mental health services. Current policy changes now demonstrate an expectation of psychiatric services to 
adequately meet the needs o f this client group, calling for change in how this group are treated.
The attention given to the diagnosis o f PD academically, clinically and politically has increased significantly 
over the last 25 years, expanding the number of competing theories explaining the disorder. One author has even 
gone so far as to suggest that a paradigm shift has occurred with respect to our understanding o f PD (Sperry,
2005). Indeed, it is notable that there are now broader ways o f conceptualising the disorder, improved 
assessment methods, diagnostic criteria and treatment methods but it is unclear as to whether these are sufficient 
yet, to constitute a paradigm shift. Many of the debates that have encompassed the term still remain unresolved 
today. Health professionals traditionally have not agreed over how best to define PDs, or even as to whether the 
term should exist (Moran, 2004) due its stigmatising implications. When attitudes have been assessed Clinicians 
have been demonstrated to harbour negative attitudes towards this client group (Bowers, 2000; Lewis &
Appleby, 1988). Such attitudes have been demonstrated to impact on help giving behaviour (Weiner, 1980) and 
bave also been linked to client’s withdrawal and suicide (Morgan & Priest, 1991) highlighting significant 
mplications for the treatment and care o f these individuals. This study aims to evaluate whether critical 
ittitudes exist within community mental health teams towards individuals with a diagnosis of PD, and to 
compare these results with past research.
h.s introduction will present a review of the literature that relates to clinician’s attitudes towards those with a 
bagnosis of PD and how this impacts on behaviour and hence treatment o f this client group. In order to provide 
context for the study, a definition o f PD is outlined, followed by a review of the prevalence and treatment of 
te disorder. Following this, there will be a discussion of current policy and guidelines relating to individuals 
nth this diagnosis and the implications that their introduction has for CMHTs. After this, the discussion will 
.eus on the social construction of PD and the factors that influence this, such as problems with the diagnostic
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category. The attributional model of help giving behaviour is presented, as a possible theoretical explanation of 
how individual’s attitudes towards the diagnosis may impact on the care that is provided. Further to this, the 
empirical evidence of staff attitudes towards the diagnosis of PD and the impact of these attitudes on behaviour 
is examined. There is then a discussion of the factors that effect the development of positive attitudes. Finally, 
the development and the rationale of the study are presented, including the main hypotheses.
Definition of Personality Disorder.
Personality disorder is a diagnostic category. Both the World Health Organisation and the American Psychiatric 
Association provide definitions of the disorders. The definition offered by the fourth edition of the Diagnostic 
and Statistical Manual (DSM-IV) (American Psychiatric Association, 1994) suggests that the essential feature 
of a diagnosis of PD is an enduring, inflexible pattern of behaviour, thought and emotion that leads to 
difficulties in social and occupational functioning. The DSM-IV also notes that PD symptoms are manifested in 
four primary domains: (1) cognition (i.e. distorted perceptions of self, others and self other interactions), (2) 
affectivity (i.e. inappropriate emotional responses), (3) interpersonal functioning (i.e. impaired relationships), 
and (4) impulse control (i.e. rigid over-control o f impulses, or an inability to modulate impulses effectively. The 
International Classification of Mental and Behavioural (ICD-10) (World Health Organisation, 1992) defines a 
personality disorder as W  enduring pattern o f  inner experience and behaviour that deviates markedly from  the 
expectations o f  the individual’s culture'. There are 10 different categories documented in the DSM-IV and nine
in the ICD-10. For consistency and clarity, the following discussion will focus mostly on the DSM definition, as
this is mostly referred to in the literature.
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Figure 1. DSM-IV Personality Disorders grouped into three clusters. Taken from  Alwin et al (2006).
Cluster A 
(odd/eccentric)
Cluster B 
(dramatic/erratic)
Cluster C 
(anxious/fearful)
Paranoid
Distrusting and suspicious 
interpretation of the motives 
of others
Antisocial
Disregard for and violation of 
the rights of others.
Avoidant
Socially inhibited feelings of 
inadequacy, hypersensitivity 
to negative evaluation.
Schizoid
Social detachment and 
restricted emotional 
expression.
Borderline
Unstable relationships, self- 
image, affects, and 
impulsivity.
Dependent
Submissive behaviour, need to 
be taken care of.
Schizotypal
Social discomfort, cognitive 
distortions, behaviour 
eccentricities
Histrionic
Excessive emotionality and 
attention seeking.
Obsessive-compulsive
Preoccupation with 
orderliness, perfectionism and 
control.
Narcissistic
Grandiosity, need for 
admiration, lack of empathy.
Prevalence of Personality Disorders
It is estimated that the prevalence of unspecified personality disorders in the community ranges from 10-13% of
the population (De Girolamo & Dotto, 2000). That said the prevalence of PDs has not been investigated with the
same vivacity as other psychiatric disorders (Mattia & Zimmerman, 2001), and large scale epidemiological
studies have only looked at the category of anti-social personality disorder (Coid et al., 2006). Albeit, it is
thought that personality disorders are more evident in younger age groups and when unspecified, they are just as
common in males as they are in females (Moran, 2002). However, this changes when specific categories are
taken into consideration. Borderline Personality Disorder is reportedly more common in females (Adler, 1990
cited in Alwin et al, 2006) and antisocial personality disorder is thought most common in males (Coid et al
2006).
With respect to the health care system, the prevalence o f PDs in primary care ranges from 10-30% (Moran et al., 
’000’ Casey & Tyrer, 1990; Moran et al, 1999). In secondary care this rises to 30-40% of psychiatric out- 
latients and 40-50% of in-patients (Casey, 2000). However, predicted figures vary due to inconsistent sampling 
nethods, problems with diagnostic criteria (discussed later) and the different assessment methods used to assess 
or PD (Moran, 2002). Research shows that different categories of PD are likely to be over-represented in 
lifferent populations. Anti-social personality disorder is over represented in forensic populations (Singleton et 
1., 1998), whilst Cluster C personality disorders are the most common in primary care settings (Moran, 2000).
: seems that Cluster B personality disorders attract the most attention in psychiatric settings but this is likely to
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be because, of the demands they place on services (poor impulse control, presenting to services in crisis, threats 
of self-harm, aggression and abuse of alcohol), and it is likely that a broad range of personality related problems 
are encountered by professionals working in these services (Moran, 2002).
Mental Health Difficulties r-
Individuals with a diagnosis of PD often find personal relationships very difficult (Bums, 2006); this increases 
their vulnerability to a range of mental health problems such as anxiety (Tyrer et ah, 1983), depression 
(Corruble et ah, 1996) and abusing substances (Robins, 1998). That said the relationship between personality 
disorder and mental illness is contentious, as there is significant overlap with Axes I and Axes II disorder. In 
addition, the presence of Axes I disorders may bias assessment measures, making a diagnosis of PD more likely.
As well as an increased chance of suffering from mental illness, certain types of personality disorder are 
associated with high risk behaviour such as self-harm (Moran, 2002) and suicide attempts (Harris &
Barraclough, 1997).
Treatment of personality disorder
Historically, there has been a tendency to assume that people with a personality disorder are untreatable, “as i f  
treatability were a characteristic o f  those given this label rather than reflective o f  our current state o f  
knowledge (Alwin et al, 2006). This is possibly due to the body of evidence that supports the stability of 
normal personality functioning (Lenzenweger & Clarking, 2005), indicating that if personality disorders are 
based on traits, they are also likely to be stable and enduring. Unfortunately this notion of stability seemed, at 
one stage, to be equivalent to untreatability. Although several early studies supported the temporal stability of 
personality disorder features and diagnoses over relatively short term spans (e.g. 1 year or less) (Perry, 1993), 
evidence now (from longitudinal studies) suggests a considerable amount of change occurring in personality 
disorder features over time (Lenzenweger, 1999; Lenzenweger et al 2004). Indeed, this is supported by data that 
suggests there is greater prevalence in younger age groups for some categories (Molinari, et al., 1999).
Therefore, the picture has changed slightly; the view that personality disorders are untreatable seems to be an 
unfounded one and treatment research reflects this. Although there are few well controlled studies, it appears 
that psychological therapies can be successful (Alwin et al, 2006). There is some support for Cognitive 
Behavioural approaches ( Byford et al, 2003; Davidson et al, 2004; Tyrer, et al., 2003) on reduction of
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symptom distress, state anxiety, dysfunctional beliefs, reduction of suicide acts and reduction of self-harm.
There was also support for Dialectical Behaviour Therapy on reduction of depression and hopelessness (Koons 
et al., 2001 cited in Alwin et al., 2006), substance misuse and parasuicidal behaviour (Linehan et al, 1999; 
Linehan et al, 2002). Results also show support for psychodynamic psychotherapy, partial hospitalisation 
(Bateman & Fonagy, 2001), schema therapy (Nordahl & Nyssaeter, 2005) and also Therapeutic Communities 
(Lees et al., 1999; Dolan et al., 1997). However, mostly this research has focused on the treatment of individuals 
with Borderline Personality Disorder (BPD) and there is much less evidence for other categories. In addition, * 
change measurement has focused on symptoms, rather than core pathology, although when this has been 
assessed, results indicate clinically significant change to personality (Dolan et al, 1997).
Community Mental Health Teams
There are few dedicated services for people with a diagnosis of PD (Fahy, 2002) and as historically it has not 
been seen as a legitimate or treatable illness, it has often been seen as outside of the remit of psychiatric services 
(Kendall, 2002). Psychiatric services within the UK have traditionally had very strong medical and biological 
influences on care and treatment. This model of care indicates a symptom focused approach to the treatment of 
mental health problems, with less emphasis placed on the importance of social, psychological or environmental 
factors, such as patients’ attachment and relationship histories (Sampson, 2006). Therefore, their focus has often 
been on individuals with psychotic illnesses and their work with individuals with a diagnosis of PD has focused^ 
on the treatment of Axes I disorders, crisis management or the management of risk; there has been little -
availability of more long-term therapeutic work (Fahy, 2002).
CMHTs are specialist mental health teams and operate as secondary care services. Patterns of access vary, but in 
the UK referrals will mostly come from primary care practitioners, with a small number also coming from social 
services and accident and emergency departments. Traditionally, CMHTs assess all these referrals, and 
depending on that assessment, either take them on for treatment or advise the referrer about management. 
Because of the range of mental health problems that individuals with a diagnosis of PD experience, CMHTs 
have extensive contact with this client group. One inner London CMHT reported that 52% of their case load met 
the diagnostic criteria for one or more diagnoses of PD (Keown, 2002). However, as noted above, the needs of 
this client group have not been well met by such generic services.
Currently CMHTs are under a process of adaptation. There has been a sharp increase in specialist services . 
providing care for individuals who would have traditionally formed the crux of the work for CMHTs e.g.
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assertive outreach teams and early intervention in psychosis. This has forced a re-appraisal of the role of 
CMHTs (Kane, 2006). In addition, the introduction of guidelines for individuals with PD will require that a 
good percentage of this work will be the treatment of individuals with such a diagnosis.
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Policy and Guidelines
Until recently there have been surprisingly few developments in the way of training or guidance for staff 
working with this group. Unfortunately, ambivalence on the part of the government and wider society is likely 
to have led to confusion of attitude or feeling in staff working with this group (Kurtz, 2005).
Recently, however, there have been a number of changes that are likely to have had a significant impact on the 
way individuals with PDs are viewed by mental health systems. These have included proposed changes to the 
Mental Health Act legislation, the publication of ‘Personality Disorder: No longer a diagnosis o f  exclusion ’ 
(NIMHE, 2003a) and ‘Breaking the Cycle o f rejection: The Personality Disorder Capabilities Framework’ 
(NIMHE, 2003b) and the development of The National Personality Disorder Programme. t)
Proposed legislative changes
In 1999, the UK Government announced plans to introduce legislation in England and Wales for compulsory 
detention of people with Dangerous Severe Personality Disorders (DSPD). Following this, the White Paper 
reforming the 1983 Mental Health Act (DH 2000) was published, which made several proposals that were 
significant to individuals with a diagnosis of PD. The proposed act removes the ‘treatability test’ and broadens 
the term ‘mental disorder’ to also include personality disorders. The new act would potentially allow for the 
detention of people with a diagnosable PD who are deemed dangerous to themselves or others. These legislative 
changes raised the profile of PD within the media and public services (Wright et al, 2007). Whilst this new 
legislation increased the possibility for treatment, it also formed a link between ‘personality disorder’ and terms 
such as ‘dangerous’ and ‘severe’. This represented a confusing time for many, as it had long been ingrained that 
individuals with this diagnosis were not treatable. Policy was shifting very suddenly to increasingly allow for 
compulsory detention. This left many skeptical about whether detention was about treatment or merely just 
aimed at social control (Wright et al., 2007).
Service Frameworks
At around the same time, The National Service Framework for Adult Mental Health (NSFMH) (Department of 
Health, 1999) described a set of responsibilities that focus on the provision of evidenced based and effective 
services for people with mental disorders, including those with personality disorders. As part of the practical 
implementation of the NSFMH, in January 2003 the National Institute of Mental Health in England published
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Personality Disorder: No Longer a Diagnosis o f  Exclusion (NIMHE, 2003a). This paper offers guidance for the 
development of services for people with PD. Its recommendations that are relevant for CM HTs can be 
summarised as follows:
• People with personality disorder who experience significant distress or difficulty should be assisted to 
utilise appropriate clinical care and management from specialist mental health services.
• Necessary education and training to equip mental health practitioners to provide effective assessment 
and management should be established.
Following this was the publication of Breaking the Cycle o f  Rejection: the Personality Disordered Capabilities 
Framework (NIMHE, 2003b). This framework highlights a number of critical capabilities that are aimed at 
helping staff to work more sensitively with individuals with problems that fit with a diagnosis of PD. It appears 
largely to be based on attachment theory and is aimed at helping such individuals engage successfully with
u
services, thus ‘breaking the cycle o f  rejection ’ that these individuals often experience. It offers a unique 
contribution as it promotes the possibility of delivering sensitive and responsive services for people with a 
diagnosis of PD, suggesting that doing so will enhance social inclusion. Furthermore, the development of these 
guidelines has relied on the experience of individuals with a diagnosis of personality disorder as users of 
services, putting into practice the points regarding social inclusion that it is promoting.
National Personality Disorder Programme
The National PD Programme is a collaborative initiative between the Department of Health, Home Office 
(Health & Offender Partnerships) and Care Service Improvement Partnership (CSIP). This programme covers 
the development of policy, services, workforce (training and education) and research initiatives in order to meet 
the needs of people with PD(s) in England. As part of this, a national workforce training programme was 
commissioned in order to implement the PD capabilities framework in each of the NIMHE regional 
development centres. j
Implications o f  Policy Change.
Such changes have marked a much needed turning point in the history of the understanding and treatment of PD.
With the introduction of a number of DSPD sites across the country and the introduction of Personality
Disorder: No longer a Diagnosis o f  Exclusion, PD could no longer be deemed the untreatable diagnosis that
services had previously avoided. Such policy indicates that the assessment and treatment of PD is considered the
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legitimate business of mental health services. It also stipulates that all trusts delivering general adult mental 
health services need to consider how to meet the needs of patients with PD and that this will require multi­
disciplinary input.
These recommendations are highly relevant for CMHTs as they offer a multi-disciplinary approach, and 
individuals with a diagnosis of PD already represent a large proportion of their case load. The proposed changes 
to the Mental Health Act indicate that PD will be considered a ‘mental disorder’. One concern noted is that this 
may imply that society will expect services to take responsibility for the behaviour of all patients with PD, 
possibly changing the focus of care from ‘treatment’ to ‘protecting society’ (Sampson, 2006). However, more 
likely it may help further improve the ‘legitimacy’ and ‘credibility’ of individuals with these types of problems. 
Nevertheless, proposed changes are likely to increase the expectations placed on secondary care services such as 
CMHTs with regards to the treatment of this client group.
4
The social construction of Personality Disorder
Ï
Reference has already been made to the dominance of the medical model in Psychiatry.
Diagnosis and the dominant construction of mental illness have long had their critiques (Laing & Esterson, 1964; 
Szasz, 1974). Diagnosis in general can be viewed as part of the positivist movement, which attempts to explain 
phenomenon scientifically, by analysing and reducing to constituent interacting parts (Walker, 2006). Medicine 
and Psychiatry take the position of discovery of an objective reality. However, Postmodernist perspectives have 
asserted a counter argument that suggests there are no ‘truths’ to be discovered and instead there are only 
different interpretations formed in language (Walker, 2006). Such an idea presents that hunian relationships and 
communication create vocabularies that interpret our experience. Therefore, our ‘realities’ are socially 
constructed. The medical model uses a vocabulary that describes disease and deficit and makes a distinction 
between ‘normal’ and ‘pathological’. From a postmodern perspective, these medical and psychological 
vocabularies are not representing reality, but in fact creating a reality or a perspective. As previously highlighted 
in this text, the belief that individuals with a diagnosis of PD are untreatable has had a significant impact on theR 
availability of services. However, there are also a number of other issues relating to this diagnostic category that; 
are likely to have influenced the way this group have been viewed and therefore treated.
Problems with the diagnosis o f  Personality Disorder
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Both the reliability and the validity of the diagnosis have been extensively questioned. Inter-rater reliability - 
refers to consistency between clinicians when assigning the diagnosis (Haslam & McGarty, 2003). It has been 
reported that diagnosticians show good agreement over whether a person warrants a diagnosis of personality 
disorder (Loranger, et al, 1994), but there is poor agreement with regards to the category a person should be 
classified under (see, e.g., Zimmerman, 1994; Coolridge & Segal, 1998; Clark & Harrison, 2001). According to 
Clark et al (1997), the psychometric approach to validating personality measures is construct validity. Construct 
validity refers to whether a scale measures the unobservable social construct (such as personality) that it 
purports to measure. This requires examining the correlation of the measure being evaluated, with variables that 
are known to be related to the construct purportedly measured by the instrument being evaluated (Campbell & 
Fiske, 1959 cited in Haslam and McGarty, 2003). There are different aspects of construct validity, such as 
convergent validity (demonstration that different measures of the same construct agree with each other) and 
discriminant validity (measures of different constructs are distinguishable from each other). Studies of j
convergent validity find that questionnaire measures agree fairly well with other questionnaires, but less clearly!? 
with interviews. Interview measures agree only moderately with other interviews (Blackburn, 2007). However |  
there is large variation across categories of PD (Clark & Harrison, 2001). In addition, multi-variate studies 
consistently fail to generate the DSM diagnostic criteria (Lenzenweger & Clarking, 2005), indicating that the 
constructs being measured do not necessarily exist at all.
The reference to personality traits within DSM-lll definition and the reference to ‘enduring patterns of inner 
experience’ in the current DSM-IV, have created a link between psychological theories of normal personality 
functioning, indicating that normal and disordered personality may lie on a continuum. However, conceptually 
normal and disorder personality functioning are quite distinct. The DSM accepts a categorical approach to 
understanding PD(s), whereas normal personality functioning is dominantly regarded as dimensional (Costa et 
al, 2000; McCrae et al, 1998; McCrae & Costa, 1997; McCrae et al, 2004). The categorical model requires 
discontinuities or cut off points (Kendell, 1975; 1986 cited in Livesley, 2001) in the distribution of clinical , 
features. These cut off points are often arbitrary and there is little understanding of what differentiates normal 
from abnormal personality functioning. Furthermore, it implies that PD can be understood purely in terms of 
traits, which is a view that is largely unsupported by empirical evidence (Livesley 2001). Not everyone who has 
an extreme trait (above 95th percentile statistically) can be considered as having a disorder (McCrae et al, 2005) 
and there is no evidence to suggest that a separate set of abnormal traits exist (O’Connor, 2002). The current 
definition also refers to inner experience and behaviour that is pervasive and inflexible. Despite this, 
inflexibility is not measured by any of the current standardised measures used to assess PD, suggesting that they
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must also be defined by something other than this (Tyrer et al, 2007). In addition, the statement that they are
i>
enduring implies stability, and this has also been challenged by empirical data (Lenzenweger et al, 2004)
' !
People are frequently diagnosed with more than one PD (Widger et al., 2007). This is often referred to as co­
morbidity, although this is more likely related to the fact that diagnostic categories overlap, indicating that 
diagnoses are not independent of each other. If each category has a number of similar operational criteria, 
identification may lead to the diagnosis of several different personality disorders even when they may be 
assessing the same construct (Tyrer et al, 2007). There are also very large symptom combinations that can lead 
to each diagnosis. This problem with diagnostic heterogeneity means that individuals who share the same 
diagnosis may also share very few features in common (Widger, 1993). When a significant amount of 
intracategory heterogeneity is coupled with substantial co-morbidity and poor diagnostic reliability, the result is 
limited clinical usefulness (Bomstein & College, 1998).
Related to the problems with clinical utility is that diagnosis indicates little in the way of the aetiology of PD ,t
(Livesley, 2001). PD diagnosis has remained removed from the psychological theories relating to PD, which . P 
form the central foundations of the major psychological therapies. Albeit, it is worthy of note that psychological; 
theories also remained divided on how best to conceptualise PD, although they all seem to share key features. 
That is, memory systems relating to self and others seem to be central to PD, and their development is based on 
learning experiences in early relationships (Alwin et al, 2006).
Changing the classification o f  Personality Disorder
As a result of the above problems with classification, suggestions have been made about revisions to PD
diagnosis in DSM-V. It has been suggested that a dimensional model of classification addresses a number of the
problems discussed above (Widiger & Trull, 2007). Such a proposal attempts to conceptually link psychiatric
classification with psychological understanding of normal personality functioning. There have been a number of
proposals made with regard to how personality structure should be understood; however, the most widely
supported seems to be the Five Factor Model (FFM) (Widger et al., 2002). A four step process for a FFM $
diagnosis is indicated. Step 1 is personality assessment (at the facet level). Step 2 uses personality information
to identify problems with living, and then determines which of them are actually problematic for the individual.
Step 3 is an assessment of the severity of the problems, and thus whether the patient merits a formal diagnosis of
PD. The fourth step is optional and is to examine the profile of personality traits to see whether it fits a
recognised pattern, such as one of the DSM-IV PDs (McCrae et al., 2005). This model implies that personality
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traits are rooted in biology and difficult to change; however, there are a broad class of psychological features 
that are developed as the person encounters his or her environment, and they reflect the influences of traits, the 
social environment, and their interaction. These are aimed at helping the individual to adapt to their 
environment. Sometimes, these are maladaptive, in the context of the person’s culture. It is proposed that these 1 
characteristic maladaptations — irrational beliefs, ineffective coping styles, and deficient social skills — give rise 
to personality problems and if severe, may be considered a personality disorder (McCrae et al., 2003). This 
seems to represent more effectively the complex nature of the difficulties experienced by individuals with a 
diagnosis of PD, and fits with the biopsychosocial model of BPD. It would also address the problem of 
excessive diagnostic co-occurrence and lack of theoretical underpinnings that the current diagnostic system 
possesses. Despite this, it still represents a classification system that is likely to maintain a number of problems 
related to a reductionist approach and its foundations will still remain within a medical model.
The impact on the individual.
Social Constructionist ideas are useful for considering the social processes involved with working with 
individuals with PD, and also the impact that some of these conceptual difficulties might have on the individual. 
Individuals with a diagnosis of PD have long been regarded as the epitome of the difficult patient (Koekkoek et ; 
al., 2003). Related to this, is thought to be a moral judgment with regards to their behaviour (Wright et al., »
2007). Wright et al. (2007) suggests that this is related to powerful lay discourses that emphasise moral over 
clinical issues. He indicates that this results in the construction of the individual as an ‘other’ or in some way 
different to the self, which prevents consideration of why people might behave in upsetting or antisocial ways. 
When individuals are seen to behave immorally and as different from oneself, then they may be deemed as 
undeserving of care and this can impact on therapeutic nihilism (Wright et al, 2007). The problems discussed 
with regards to diagnosis only contribute to this problem. For example, the term itself refers to a disorder of the 
Personality, which is deemed to be the core of the person. Traditionally, personality functioning has been 
deemed as stable and consistent over life. Therefore, thought to be largely unchangeable. Furthermore, the 
diagnosis clearly defines what is not normal from what isn’t, suggesting that people either fit into two categories. 
People who have a diagnosis of PD are thought of as abnormal, whilst those who are treating them are 
considered normal, allowing for a separation between the groups.
The issue with reliability and co-morbidity fuel this problem further. Not only do these people have one
diagnosis, but often they have two or three. Furthermore, their association with trait theory and an inaccurate
assumption about stability has implied that they are unchangeable. In addition the previous lack of government
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policy and negative media representations have all contributed to the construction of these people as immoral, 
different, untreatable, incredibly complex and unworthy of psychiatric care.
Attributional Model of Help Giving Behaviour
As already noted, one dimension of the way individuals are responded to by society and those caring for them, 
is the moral judgments that are drawn upon in the appraisal of people and their behaviour (Pilgrim, 2001). 
Weiner (1980a, 1980b) offers an attributional approach to understanding how these moral judgments impact on 
help giving behaviour. This theory asserts that the attributions a person makes about the cause of another 
individual’s problems, has a significant impact on how they respond to that person. Many studies have 
demonstrated that the influence of the attribution process on helping behaviour is at least partially mediated by 
affective reactions (Betancourt, 1990). Weiner’s model suggests that although certain attributions may directly 
influence behaviour independent of affect reactions, the most important influence is thought to be through a 
cognitive (attribution)- emotion sequence. For example if a person’s problem is appraised as being within their 
control (e.g. lack of effort), this elicits anger and therefore inhibits helping behaviour. If the problem is 
attributed to an uncontrollable cause (e.g. a physical handicap), pity is elicited, which in turn increases the 
probability of a helping behaviour. Research has documented that external causality and responsibility for a 
negative event elicits anger (Averil, 1993; Weiner et al, 1982; Roseman et al, 1990). The expression of anger is 
likely to have some sort of evolutionary function, as it is likely to reduce the chances of the undesired act 
occurring again. Sympathy on the other hand is well noted to increase pro-social behaviour, such as help giving: 
and inhibit anti-social conduct such as punishment (Weiner, 1993).
This model is well supported by current research (e.g. Rudolph et al., 2004; MacKay & Burrowclough, 2005) 
and most other studies have offered at least partial support, but have indicated the presence of other mediating 
factors such as the consideration of entitlement, deservingness (Feather & Johnstone, 2001), and empathy 
(Betancourt, 1990). This theory offers a useful means to understanding how attitudes towards a particular 
diagnosis may influence how someone responds, or the care that they are willing to provide. Previous research 
has demonstrated that staff often view individuals with a diagnosis of PD as responsible for their actions, 
controlling and manipulative (please see discussion below), which according to this model is likely to elicit 
anger rather than sympathy, and thus impact negatively on helping behaviour.
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Attitudes of staff
The notion of PD as a problematic term (Stalker et al, 2005) is certainly supported by the empirical data. There 
is a body of evidence suggesting that psychiatric professionals harbour negative attitudes towards individuals 
with a diagnosis of PD (Bowers & Allan, 2006). Two early reviews of the nursing literature (May and Kelly, 
1982 & Ganong et al, 1987) demonstrated that nurses tend to express negative judgements about patients who 
are perceived as hostile, uncooperative, complaining and manipulative; suffering from chronic or stigmatised 1
illnesses; and who make staff feel ineffective. In addition, further studies also demonstrate that nurses have 
negative reactions to individuals that self harm (e.g. Sidley and Renton, 1996; Soukas & Lonnqvist, 1989). All 
such characteristics are associated with individuals who have a diagnosis of PD. A more recent review of the 
literature also supports this view. Koekkoek et âl (2006) highlight that the ‘difficult patient’ is a well known 
figure in everyday mental health care yet is underrepresented in research reports. They combined the words 
‘difficult patient’ and ‘problem patient’ to search articles published in English between 1979 and 2004. Most 
data came from quantitative studies published before 1991. In most studies, difficult patients were men and 
predominantly had diagnoses of psychosis or PD. Together, the studies seemed to refer to four dimensions of 
difficult behaviours: withdrawn and hard to reach, demanding and claiming, attention seeking and manipulating, 
and aggressive and dangerous. It also found that psychiatrists mentioned the diagnosis BPD four times more 
often than any other diagnosis when asked about the characteristics of difficult patients.
A comprehensive investigation into nurses’ attitudes to patients with PD in the three English high security 7
hospitals (Bowers et al, 2000) found that nurses consider PD patients to be difficult to treat, and were 
pessimistic about the efficacy of treatment (Walker et al, 2004). Research has not only focused on nurses but 
has also looked at the attitudes of psychiatrists (Lewis & Appleby, 1988) and prison officers (Car-Walker, 2004). 
Psychiatrists viewed patients who had previously been given a diagnosis of personality disorder as manipulative, 
difficult to manage, unlikely to arouse sympathy, annoying and not deserving of NHS resources, emulating the 
results of studies focusing on the attitudes of nursing staff. The research attempted to gage the impact of 
diagnosis on opinions formed by psychiatrists. It asked them to respond to several different vignettes that 
differed on the diagnosis mentioned. Lewis and Appleby (1988) concluded that psychiatrists form pejorative, 
judgemental, and rejecting attitudes towards those who have been given a diagnosis of PD. The presence of a 
diagnosis had a much more powerful effect on attitudes than did sex and class. However, research looking at the 
attitudes of prison officers has yielded somewhat different results. A comparison of prison officers and 
psychiatric nurses on their attitudes towards individuals with personality disorder, demonstrated that prison
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officers had more positive attitudes than psychiatric nurses. Prison officers indicated that they felt more liking 
for and interest in contact with PD prisoners, less fear and helplessness, less anger, were more optimistic 
regarding treatment and less frustrated. One explanation for the difference in results was that the nurses who had 
participated in the study had not necessarily volunteered to work specifically with PD patients. When the results 
from the nurses who had not volunteered were separated from those who had, then attitudes were more 
consistent with the prison officers. This suggests that individual aspects of personality, background or previous 
experiences are likely to impact on whether someone volunteers to work with PD, thus impacting on their 
attitude towards them (Carr-Walker et al, 2004). Such work suggests that it is not only the characteristics of the 
patients and their diagnosis, but that the characteristics of the staff also have an impact on whether they develop 
a negative attitude towards such clients.
Much of the more recent research has focused solely on forensic settings or DPSD settings, which inevitably 
involves the consideration of crime or ‘dangerousness’. The research that has focused on more general 
psychiatric settings was predominantly conducted in the 1980s and early 90s. Considering that research and 
understanding of PD has considerably progressed in recent years, it is possible that such findings are outdated.
A review of literature demonstrated two more recent studies that have focused on attitudes of mental health staff 
towards BPD clients. One study focused on the attitudes of ward and community based psychiatric nurses in 
New South Wales, using a survey method. The study reports descriptive statistics from a sample of 516 nurses. 
Results seem to indicate that most staff (85%) believed that they had a role in the assessment and management 
of BPD. Although, 84% of staff believed that this client group were more difficult to work with and 66% v 
suggested that the treatment of this client group remained unsatisfactory due to shortage of services, the clients 
being difficult, and lack of training and experience (Cleary et al, 2002). A second more recent study conducted 
in Ireland indicated more favourable attitudes than previous findings. It used the same survey as Clearly et al 
(2002). It reported an overarching generally positive attitude towards BPD. For example, 60% of nurses did not 
support the view that inadequate care was the result of clients with BPD not having a mental illness, or because 
they are untreatable. Over 80% of nurses considered that the treatment of individuals with BPD was part of their 
nursing role, indicating a possible change in views since previous research (James & Cowan, 2007). However, 
both these studies were conducted in countries outside of the UK with different health care systems and 
provisions, which are likely to have different cultural impacts on the way PD is constructed. Furthermore, they 
did not compare attitudes of nurses towards different client groups and, therefore, it is difficult to ascertain 
whether other diagnoses are still viewed as more acceptable within a mental health care system.
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Impact of Attitudes on behaviour
A.s Weiner’s model might suggest, the empirical evidence seems to indicate that negative attitudes bear a direct 
relationship to the way nursing staff behave towards this client group. The nursing literature indicates that 
nurses often become alienated from disliked patients (Bowers et al, 2000). It has been demonstrated that intense 
encounters with angry patients can lead nurses to disconnect and withdraw from patients (Smith and Hart, 1994). 
Alienation of individuals by nurses has been linked to increased likelihood of suicide. Research demonstrated 
that a significant number of patients who committed suicide lost support from others in the last few weeks of 
their lives. Staff became critical of these patients’ behaviour, which was perceived to be provocative, 
unreasonable, and over-dependent. These findings were later replicated demonstrating that 15 out of 32 patients 
that committed suicide had become alienated from others (Morgan & Priest 1984; Morgan & Priest, 1991). r. 
These studies indicate a link between attitude and behaviour, although they only demonstrate a correlation and 
not necessarily imply cause and effect, as it would be difficult to determine whether the isolation was mediated 
by the staffs attitudes, or whether the patients withdrew because of their own low mood.
Nurses who work towards treating PD patients can become frustrated, pessimistic, and can feel that time is 
wasted. Nathan (1999) frames these reactions in terms of counter-transference. Counter-transference accounts 
for the therapist’s emotional reactions to the client and it is thought that this may be used as a technical tool for 
understanding the patient’s emotional world, as well as indicating areas of unresolved issues within the therapist 
(Lemma, 2003). He reported that the apparent resistance of severe PD to medical intervention evokes 
hopelessness and powerlessness in the therapist, which may result in an empathie breakdown between therapist 
and patient, especially if these feelings are not understood. Winnicott (1949) saw the emotional burden of caring 
for such individuals as a result of the extreme inadequacy of care in their early environments. He argued that thp 
needs of these people are so basic, so great, and so immediate that caring for them is akin to caring for a 
newborn baby (Winnicott, 1949). Often this group are characterised not only by neediness and vulnerability, but 
also by hostility. This is often evident in relationships with therapists or staff that may become attachment 
figures in their own right, and are likely to trigger associations with formative figures from childhood. 
Attachment theory asserts that there is an innate motivation of off spring to form a secure relationship with a 
primary care-giver (Bowlby, 1969, 1979; Ainsworth, 1979). These early relationships are said to be predictive 
of how people behave in later relationships and are based on an ‘internal working model’. If these early 
relationships are inadequate, the child may develop an ‘internal working model’ that predicts others to be 
unavailable or untrustworthy. As a result, individuals with PD may behave in ways that appear to invite 
rejection, such as being critical, rejecting help and behaving in a demanding and hostile way. This can lead staff
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to feel demoralised and de-skilled but, more importantly (as noted above), likely to respond in a dismissive 
manner, only serving to perpetuate a cycle of rejection (NIMHE, 2003).
The Development of Positive Attitudes
The discussion to date has highlighted that there are number of factors that effect attitudes in staff, including 
government policy, cultural discourses around who deserves care, clients’ behaviour and staff’s individual 
qualities. It has also been demonstrated that attitudes and the appraisal of an individual’s problems mediate the 
response that they receive from health professionals. Such indications have lead researchers to question whether 
it is possible to predict which staff might be able to maintain a more positive attitude to this client group.
V
It has been demonstrated that what influences a positive attitude towards PD are their beliefs (e.g. on cause), : 
knowledge (psychological understanding of PD behaviour), moral commitments (e.g. to nursing 
professionalism), who they identify with (e.g. patient or victim), and the self-management methods they use to 
contain their emotional reactions to patients (e.g. separating the person from the behaviour). However, positive 
attitudes were shown to change over time if the nurse read case notes, were verbally abuse, or suffered or 
witnessed a verbal attack (Bowers, 2000). These findings were further supported by a later study, which 
suggested that education and training provided prison officer’s greater understanding of the tolerance o f 
prisoners and their enjoyment in working with them (Bowers et al., 2003). It has also been established that 
nore experienced psychiatrists tended to demonstrate less critical views about individuals with a diagnosis of 
^D, than those with less experience (Lewis & Appleby, 1988).
X limited number of studies have evaluated the impact that training has on attitudes towards PD. Where 
evaluation has taken place though, positive attitude change has concluded (Krawitz, 2004, Bowers et al, 2005). 
fhe report provided by the Centre for Developing and Evaluative Lifelong Learning (CDELL) in 2006 on the 
4IMHE training and workforce programme indicated that it was clear that a vast number of individuals had 
eceived some form of training, that there were clear developments in the way of service user involvement, arid 
hat they have been increasingly involved in the planning, delivery and evaluation of PD training. In addition, 
nitial outcome measures showed change in attitudes, although the extent and stability o f this change was 
incertain. However, there were also some difficulties noted, such as lack of co-ordination over regions with 
égards to roll out, lack of co-ordination over training materials and few regions developing a comprehensive 
valuation strategy, suggesting that training programmes may not have yet had the desired impact initially 
nvisaged (CDELL, 2006).
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Development of present study
il
Research mostly carried out in the late 80s and early 90s has demonstrated consistently that attitudes of 
psychiatric staff towards the diagnosis of PD have been negative. Much of the more recent research has focused 
on offending populations, which have also supported these findings. Recent research indicates mixed findings, 
although one survey suggests a change in attitude; however, this utilised a survey methodology that makes the 
demonstration of negative attitudes less likely, due to social desirability effects. Furthermore, more recent 
research has been operationalised in heath care systems not located in the UK, possibly representing different 
cultural influences on the social construction of PD. Theoretically and empirically, negative attitudes of staff 
have been linked to helping behaviour and the quality of care that is provided. In recent years there have been a 
number of social policy changes that have meant a number of changes for individuals with PD. With increasing 
demands on CMHTs to provide care and treatment to individuals with personality disorder, and the lack of 
guidance to support staff with little or no previous specialist training, it is likely that similar attitudes and -P 
negative responses will be engendered in individuals who are required to coordinate their care within CMHTs.^ 
There has been no work to date evaluating the attitudes of individuals working within CMHTs. Investigation 
into this area is necessary to determine whether the negative attitudes that have been highlighted in the forensic ' 
population exist within teams working within the community, or whether recent government proposals have had 
an impact on how individuals with a diagnosis of PD are viewed in comparison to previous results.
The primary purpose of the present study was to investigate whether negative attitudes towards individuals
diagnosed with PD are held by staff who work in CMHTs. In addition, it was intended that results could be
compared to previous findings in the UK, to see whether current developments in training and policy changes
have had an impact on the attitudes of staff. Until the development of the Attitude to Personality Disorder
Questionnaire (ADPQ) (Bowers et al, 2006), there have been very few scales developed in this area. The rating
of nursing attitude used in the Miller & Davenport (1996) study remains unpublished. Another measure named
the Hospital Treatment Rating Scale (HTRS) (Colson, 1986) has been used to assess staffs emotional responses,
to difficult patients. However, there is no complete published psychometric data for this measure and it does nç>t
specifically assess attitudes towards PD. The Lewis & Appleby study (1988) utilised a 22 item semantic t i
differentials scale in conjunction with six vignettes, developed by the authors. This scale does not have any
published psychometric data. Furthermore, the study was only loosely based on Weiner’s (1980) attributional
model of help giving behaviour. This model is highlighted towards the end of the introduction of the Lewis &
Appleby paper rather than providing a firm theoretical underpinning for the study, therefore leaving the study
cpen to the allegation that it is atheoretical. However, the study offers a number of strengths. The experimental
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lesign offers a controlled means of measuring attitudes towards individuals with a diagnosis of personality 
lisorder. Furthermore, its simplicity allows for widespread distribution and potentially the collection of a large 
iample. Due to the absence of any validated measures prior to 2006, a decision to repeat the design of the Lewis 
fc Appleby (1988) study was made, in order to allow for a direct comparison of results and hence assess for any' 
iifference in attitudes over the last 20 years. This study was originally developed 20 years previously therefore 
;ome modernisation of the language used in the measures and vignettes was required.
Hypotheses:
• The presence of a previous diagnosis of PD will have a greater impact on scores than will, age, gender 
and ethnicity.
• The group given vignettes indicating a previous diagnosis of PD will be significantly more critical than 
the group given vignettes that do not mention a diagnosis of PD, on the scores of the semantic 
differentials questionnaire.
• There will be a significant difference between groups advised about a previous diagnosis of PD and f :
those not advised about a previous diagnosis of PD, on the likely diagnosis that they indicate. 4"
• There will be a significant difference between groups of likely diagnosis (Personality disorder, Bipolar ÿ 
disorder, Adjustment disorder, Depression and No Disorder) indicated, on scores on the semantic 
differentials questionnaire.
• There will be a significant correlation between the item ‘Not Mentally IIP and items that indicate lack of 
sympathy and that individual has control over their behaviour.
• More experienced staff will be significantly less critical (as measured the semantic differentials 
questionnaire) than less experienced staff.
• Staff who have had more psychological training will be significantly less critical than staff that have had 
less training.
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METHOD &
Design
Fhe research used a cross sectional, between subjects design. An email survey was used based on a previous 
study titled: Personality Disorder: The Patients Psychiatrists Dislike (Lewis & Appleby, 1988).
The original study used a postal survey. However, an email survey was chosen for the current study in order to 
maximise response rate, as a larger number of people could be sent the survey for free. Research has 
demonstrated that email surveys are superior to mail surveys with regard to response speed and cost efficacy 
(Flaherty et al, 1998; Sheehan & Hoy, 1999).
Sampling
f"
A decision to calculate the power of the current study on medium effect sizes was made, as it was considered 
more clinically relevant to explain a larger rather than a smaller proportion of the variance. Power analysis 
using G*Power 3 indicated that for the use of ANOVA: Fixed effects, special, main effects and interactions with 
a medium effect size and 7 different groups, a sample size of 269 was required. The original study did not 
report standard deviations and therefore it was not possible to calculate the effect sizes found.
All Mental Health Trusts across England were identified from the NHS Choice website (www.nhs.uk). Contact 
details of the CMHTs were then obtained from their respective Trust websites. The participation of each Trust 
was requested from their respective Research and Development Departments. Once this was agreed, each of the 
CMHT Team managers was approached, to ask whether they would be willing for their team to participate.
Once the team manager agreed, an email was sent to the clinicians in the team by the team manager, containing 
a link to an online web survey. Participation was voluntary.
Vignettes
The case vignettes were adapted from those used in the Lewis & Appleby (1988) study in order to modernise 
the language used. In the early study only six vignettes were included. However, in order to account for the
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effects of ethnicity on judgement, a seventh vignette was added to this study. Please refer to appendix (a) for the 
case vignettes used in the current study. Full amendments from the original study are detailed in appendix (b). 
As in the original study, the seven different vignettes differed from each other only slightly. Each vignette 
contained information that a general practitioner’s (GP) letter might provide about a depressed patient. The 
amount of information was deliberately restricted to encourage subjects to draw inferences based on pre­
existing attitudes.
The first vignette read as follows:
“A 34 year old man is seen in out-patients. He complains of feeling depressed, and says he has been crying on 
his own at home. He says he thinks he’s going mad and he can't cope anymore, and is requesting an admission 
to hospital. He has thought of killing himself by taking an overdose of some tablets he has at home. He has 
taken one previous overdose, 2 years ago, and that time he saw a psychiatrist who gave him a diagnosis of 
personality disorder. He has recently gone into debt and is concerned about how he will repay the money. He is, 
finding it difficult to sleep and his GP has given him some medication. He thinks this has helped a little and is " 
reluctant to give it up.”
The others were modified from the first as follows:
Vignette 2
No previous diagnosis was mentioned.
Vignette 3
Previous diagnosis was given as depression.
Vignette 4
Information as for vignette 1 was given, but the participants were told that the study was interested in the 
labelling effect of certain psychiatric diagnoses and were asked not to let themselves be influenced by previous 
labels.
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Vignette 5
Information as for vignette 2 was given, except that the individual was female.
Vignette 6
Information as for vignette 2 was given, except that the word “man” in the opening sentence was changed to 
“solicitor”.
Vignette 7
Information as for vignette 2 was given, except that the man’s ethnicity was given as Indian.
Semantic Differentials Questionnaire
The questionnaire used in the current study consisted of 28 semantic differentials with a 6-point scale, each 
designed to elicit one aspect of the assessment or management of the case. Some of the items placed more 
emphasis on the practical management issues (e.g. anti-depressant prescription, psychotherapy referral), but 
most asked directly about attitudes to the patient (e.g. Likely to annoy, attention seeking etc.) Please see 
appendix (c). The Semantic Differential measure’s people’s reactions to stimulus words and concepts in terms 
of ratings on bipolar scales defined with contrasting objectives at each end. Despite the lack of data ensuring 
validity for this specific measure, semantic differentials scales are accepted as useful and valid method of 
measuring attitudes (Vingerhoets, 2001). A number of studies by Osgood and colleagues demonstrated that 
when participants rated a large number of concepts using adjectival scales, each defined by a pair of words of 
opposite meaning, three dimensions or components of meaning usually emerged and accounted for most of the 
variability in these ratings. The dimension typically accounting for the largest proportion of variance was 
labelled evaluation. This concept’s location on the evaluative dimension was thought to be an individual’s 
attitude toward the concept (Osgood et al., 1957) therefore bipolar adjective scales that load on the evaluative 
dimension are used to measure attitudes in the semantics differentials technique. The semantics differentials 
scaling are still utilised to measure attitudes (e.g. Chiou & Wan, 2007; Funderburk et al. 2006; Weisel & 
Spektor, 1998).
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The language in the semantics differentials questionnaire was amended from the original study, in order to keep 
it in line with current NHS practice (Please see appendix (d) for a complete table of amendments). In addition, 
six items were added. The initial questionnaire consisted of 22 items. The items that were added to this included:
• Suitability for treatment within a CMHT
• Training and expertise required for this client group
• Friction within the team
• Treatability
• Reflection on mental state >0
• Feelings of frustration
• Motivation behind suicide attempts
The decision to include such items was based on research that demonstrates staff have previously viewed PD 
clients as not suitable for treatment within CMHTs (Sampson, 2006), that they have felt lacking in experience 
and training (Bowers et al., 2000), that PD clients cause friction within teams (Bowers et al., 2000), they are not 
treatable (Walker et al., 2004), they are unable to reflect on their own mental states (Alwin et al., 2006), they are 
likely to precipitate feelings of frustration (Bowers et al, 2000) and that suicide attempts are often seen as 
manipulative (Gallop et al., 1989).
The semantic differentials were scored so that higher scores represented responses that were more rejecting or 
that indicated lack of active treatment. For instance, response at the end of the scale “overdose would be an 
attention seeking act” scored 6 and a response at the other end “overdose would be a genuine suicidal act” was ? 0 
scored 1. After each participant had completed the 28 semantic differentials, they were then asked to rate the 
severity of the patient’s problem on a six point scale and identify what they thought the most likely diagnosis 
would be from a list.
Demographics
Collecting demographic information was deemed to be important in order to establish the range of participants 
included in the study and ensure that the groups were not significantly different. Research has suggested that 
factors such as experience (Lewis & Appleby, 1988), gender (Bowers, 2000), profession (Bowers et al, 2006) 
and training (Krawitz, 2004) have an impact on whether staff form negative attitudes towards individuals with ;
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’D. It has also been demonstrated that staff working within specialist PD units have more positive attitudes 
ban staff work on more general wards (Bowers, 2000).
"he demographics questionnaire was created specifically for this study, containing commonly asked questions 
bout gender and age (Appendix (e)). Participants were also asked to identify their professional role, their 
lighest level of academic achievement and any diagnosis specific training that they’d had, as well as previous 
vork experience in diagnosis specific services. A number of different diagnoses were provided in order to 
lisguise the true meaning of the study and hence limit socially desirable responses.
2 '
MIot study >,
Participants:
In opportunistic sample of twenty-four Trainee Clinical Psychologists on the Clinical Psychology Doctorate 
irogramme at the University of Surrey, were asked to complete the online questionnaire as part of a pilot study, 
fwenty-one people responded.
Urns:
rhe aims of the pilot were to provide feedback on the contents, layout and ease of completion of the survey. It 
vas also to test that data could be exported and stored effectively.
Procedure:
Participants were sent an email asking them to take part in the pilot study. They were asked to complete the 
iurvey online and then asked to provide feedback via email on:
• The length of time it took to complete
• Whether the content of the questionnaire was valid V;
• How easy it was to complete
fhe data that was provided was then exported and checked for errors by the researcher and the technician. 
Results: •
1. Feedback suggested that the questionnaire was quick to complete. Between 5 and 10 minutes.
2. All participants corroborated the face validity of the questionnaire.
3. All participants stated it was easy to complete.
4. Three participants noted that there were no options for ‘Not Applicable’ on the questions that are asked
about training and experience on the demographics questionnaire.
Adaptations:
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On each of the questions asking about training and experience on the demographics questionnaire a ‘Not 
Applicable’ option was added.
Procedure
The Team managers were contacted via telephone to ask if they would forward the email survey to all clinicians 
working in their teams. Once the team manager had agreed, their email address was taken and a copy of the 2
smail survey was forwarded to them. The Team Manager was instructed to forward the email (please see 
appendix f) to all clinicians in the team and to copy the chief investigator into the email. They were asked to 
complete one themselves if they were still working clinically. Once each participant received the email they 
could choose whether to log onto the online survey. Those that logged onto the online web survey were shown 
the participant information sheet (see appendix g). Each participant was then randomly allocated to one of the 
seven vignettes described above. When the participant had read the vignette, they were presented with the 28 
item semantic differentials questionnaire and the 2 questions regarding severity and likely diagnosis. The 
participant was also asked to provide demographic details and information regarding their professional role, 
training and experience. Finally participants were offered the opportunity to be entered into a prize draw. If they 
chose to do so, they could enter an email address, which was stored on a separate database to their responses to 
preserve anonymity. Approximately three months after the first email was sent, a follow-up email was sent to 
Team Managers if the chief investigator had not received a copy of the circulated email. Clinicians that had ,• 
received the email were also sent a follow-up email.
Prize draw protocol
A protocol for the prize draw was written in order to meet the ethical requirements of the ethics committee 
(Please see appendix h) and ensure it was protected from abuse and properly regulated.
Ethical Approval
Ethical approval was given for multi-site access by the Essex 1 Research Committee in October 2007 
(Appendix i). In addition, the University of Surrey gave their consent for the study (Appendix (j)). Approval 
was sought from 42 different trusts. 22 Trusts agreed the project within the time required (see Appendix (k) for 
R. & D approval letters and emails).
s
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>ata Analysis
'he Statistical Package for Social Sciences (SPSS) version 15.0 was used to analyse the data.
[ssumptions o f  parametric tests
'rior to analysis, each of the variables was examined for accuracy of data entry, missing values, and 
ssumptions of parametric tests within the 7 groups. Histograms were examined to check initially for a normal 
distribution. In addition, Skewness and Kurtosis statistics were examined and a Zscore calculated to ensure 
tatistical significance of the normality of statistics, using a cut off score of 3.29 (Field, 2006). Variables were 
aspected for outliers, although no outliers were removed as they were considered to be from the target 
lopulation. Where transformation of the data did not achieve acceptable levels of Skew and Kurtosis or 
ssumptions of homogeneity of variance were not met, non-parametric tests were used. Kruskal-Wallis tests and 
Am  Whitney U tests were used for between group comparisons. Mann-Whitney U tests were used for post hoc 
ssts and Spearman’s Rho was used to test for correlations. Analysis in the results section is presented in the 
bllowing format:
I cronbach’s alpha was used to test for internal consistency of the semantics differentials questionnaire.
nitially descriptive statistics detail the mean age, range and standard deviation, as well as frequencies and 
percentages for professional qualification, number of years post qualification, additional therapeutic training and 
evel at which therapeutic training was gained for the whole sample.
■y
I Kruskall Wallis was used to compare groups that were given vignettes 2, 3, 5, 6 and 7 on individual items of 
he semantics differentials questionnaire. A Man Whitney U was then used to compare groups given vignettes 1 
ind 4.
Vhere these groups were combined to form two groups: clinicians that had been given vignettes that mentioned 
l previous diagnosis of PD (PD) and clinicians that had been given a vignette that did not mention a previous 
liagnosis of PD (NoPD), Man Whitney U tests were used to analyse differences on semantic differentials 
>etween groups.
\4issing data
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)ata was only included in the analysis if all items on the survey were complete.
Correction fo r  multiple testing
Vhere there was multiple testing, a bonferroni correction was applied in order to reduce the chances of a type 1 
irror (Field, 2006). Where multiple tests were used, a new p value was calculated by dividing the normal 
accepted p value of 0.05 by the number of tests used.
fo test for a relationship between the presence of a previous diagnosis of PD (PD and NoPD) and the diagnosis 
hat clinicians indicated as the most likely (Depression, Bipolar Disorder, Drug Abuse, Adjustment Disorder, 
Personality Disorder and No Disorder) a Chi Square Test was used, as data was categorical.
\.s there was a significant relationship between these variables and there is no non-parametric equivalent that -  
;ould control for the group effect, the data set was divided into PD and NoPD groups and each group was 
inalysed separately to look at the impact of clinicians likely diagnosis on scores on the semantics differentials 
questionnaire. Kruskall Wallis Tests were used to compare the six groups of likely diagnosis (Depression, 
Bipolar Disorder, Drug Abuse, Adjustment Disorder, Personality Disorder and No Disorder) on the semantics 
lifferentials questionnaire.
vlann Whitney U tests were used to identify the direction of any significant differences. Focused comparisons 
compared groups Depression, Adjustment Disorder and Personality Disorder, as there were very small sample 
>izes in the remaining groups.
fhe scores on the semantics differentials questionnaire were then totalled to give an overall score. A two-way 
ANOVÂ was used to analyse the effects of groups PD and NoPD and likely diagnosis on overall scores on th eÿ  
semantics differentials questionnaire. ...
Spearman's correlations were used to test for a correlation between the item Not mentally ill' and items that 
ndicate an individual had control over their behaviour (‘taking an overdose would be an attention seeking act’, 
manipulating admission’, ‘cause of debts under clients control’, ‘suicidal urges under clients control’) and lack 
)f sympathy (‘unlikely to arouse sympathy’, ‘likely to annoy’, ‘should be discharged from out-patient follow- 
jp ’, ‘case does not merit NHS time’).
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vastly, respondents in the PD group’s scores on the individual items of the semantic differentials questionnaire 
vere compared on the following variables using Kruskall Wallis tests:
• Experience, which had 7 levels (0-5, 6-10, 11-15, 16-20, 21-25, 26-30, 31+).
• Profession, which had 9 categories (Psychiatrist, Psychologist, Occupational Therapist, Nurse, Social 
Worker, Approved Social Worker, Psychotherapist and Counsellor).
• Therapeutic training, which had two categories (additional therapeutic training and No therapeutic 
training).
• Level at which additional training achieved (None, Introductory, BSc, PGcert, PGdip, Masters, Phd, 
Doctorate).
fhe therapeutic training variable was computed by combining 9 categorical variables. Some respondents had 
ndicated that they had training in more than one therapeutic domain; therefore, specific groups of training could 
lot be compared. If respondents had indicated that they had training in at least one of the therapeutic domains 
'cognitive behavioural therapy, psychodynamic psychotherapy, dialectical behaviour therapy, rational emotive'3 
herapy, family therapy, cognitive analytic therapy, narrative therapy and other), these were given a score of 2. 
Ml others were given a score of 1 (No additional qualifications).
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RESULTS
Response rate
One hundred and ninety one CMHT team managers were invited to participate in this research. These were 
located in 22 different trusts across England. CMHTs were from a mixture of rural and urban locations. Of the 
191 team managers approached to forward the email to the clinicians in their teams, 109 sent the email to their 
staff and copied the email to the researcher. Approximately 1769 clinicians received the email requesting them 
:o participate in the study. In total 478 clinicians responded to the survey within the time frame, giving an 
approximate response rate of 27%. However, 123 participants did not complete the questionnaire and therefore 
355 respondents were entered for data analysis.
Reliability of Questionnaire
Cronbach’s alpha was used to assess internal consistency of the semantic differentials questionnaire. The 
questionnaire had good internal consistency a = .845. Please see appendix 1 for a full table of alphas if items 
vere deleted.
Socio-demographic data for whole sample
Approximately three quarters of the sample were female in their early 40s, with 20 years experience or less. The 
argest proportion of respondents was from the nursing profession and over half had some additional therapeutic 
raining on top of their original qualification.
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Table 1. Sociodemographic information fo r  entire sample
Variables
Age (Years)
Range 20-66
Mean 43.3
Std. Dev 9.3
Gender N (%)
Male 100(28)
Female 255 (72)
Table 2. Professional Qualification
rofessional Qualification N (% )
sychologist 38(11)
sychiatrist 18(5)
Occupational Therapist 36(10)
furse 122 (34)
ocial Worker 16(5) .J
approved Social Worker 48 (14)
sychotherapist 5(1)
Counsellor 2 (>1) —
>ther 70 (20)
Table 3. Number o f years since qualification
Years Qualified N (%)
0-5 74 (21)
6-10 67 (19)
11-15 60(17)
16-20 44 (12)
21-25 40(11)
26-30 43 (12)
31+ 27 (8)
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Table 4. Additional therapeutic training
dditional therapeutic training N (%)
o additional qualifications 131 (37) —
ognitive behavioural therapy 97 (27) -
sychodynamic psychotherapy 24(7) -
dalectical behaviour therapy 7(2)
ational Emotive Therapy 4(1)
amily Therapy 47 (13)
ognitive Analytic 14(4)
arrative Therapy 1 (>D
ther 26 (7)
Table 5. Level o f  therapeutic training achieved.
evel at which training achieved N (% )
bt applicable 122 (34)
itroductory level 65(18)
Sc/BA 65 (18)
Gcert 21 (6)
Gdip 36(10)
tasters 35 (10)
hd 4(1) •-
'octorate 7(1)
ther 46 (13)
Fhe impact of diagnosis, gender and ethnicity
\fter correction for multiple testing (p= <0.002), there were no significant differences between the responses 
jiven by participants who received a vignette with no previous diagnosis mentioned (vignette2), a previous 
diagnosis of depression (vignette 3), no previous diagnosis but gender indicated as female (vignette 5), no 
previous diagnosis but profession indicated as solicitor (vignetted), and no previous diagnosis but ethnicity 
indicated as Indian (vignette 7). There were also no significant differences found on responses given by 
espondents who received a vignette stating a previous diagnosis of PD (vignette 1) and the vignette stating the 
previous diagnosis of PD but with the study explained (vignette 4). Therefore, all statistically significant 
differences between cases were dependent on the presence or absence of a previous diagnosis of personality —
disorder. Hence vignettes 1 and 4 were combined as group PD (n=98) and groups receiving vignettes 2, 3, 5, 6f
7 were combined to form NoPD (n=257). T
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Socio-demographic characteristics for collapsed groups
As can be seen from tables 6, 7, 8, 9 and 10 both groups were mostly similar according to age mean and range, 
profession and number of years post qualification, additional therapeutic training and level at which this was 
achieved. A Kruskal Wallis test confirmed that there were no significant differences between on any of these 
characteristics.
Table 6. Sociodemographic information by groups PD and NoPD
ariables PD NoPD
Age (Years)
Range 20-65 23-66
Mean 42.45 43.63
Std. Dev 10.64 8.976
render N (% )
Male 34 (35) 66 (26)
Female 64(65) 191(74)
Table 7. Professional qualification by groups PD and NoPD
Professional Qualification________  N (%)
PD (n=98) NoPD (n=257)
sychologist 9(9) 29(11)
sychiatrist 5(5) 13(5)
)ccupational Therapist 12(12) 24(9)
lurse 26 (27) 96 (37)
ocial Worker 3(3) 13 (5)
approved Social Worker 22 (22) 26 (10)
sychotherapist K D 4(2)
Counsellor K D K>1)
)ther 19(19) 51(20)
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Table 8. Number o f years since qualification by groups PD and NoPD.
ears Qualified N (%)
PD (n=98) NoPD (n=257)
-5   20(20) 54(21)
-10____________________________ ____________________ 26 (26)__________ ._________ 41 (16)
1-15_____________________.___________________________ 17(17)____________________43 (17)
6-20______________________________  1X5)__39(15)
1-25   8 (8)________ 32(13)
6 -3 0 _______________________________________________ 13(13)__________________  30(12)
1+___________________________________________________ 9(9)_____________________ 18(7)
Table 9. Additional therapeutic training by groups PD and NoPD.
dditional therapeutic training N (%)
PD (n=98) NoPD (n=257)
o additional qualifications 38 (39) 93 (36)
ognitive behavioural therapy 26 (27) 71 (28)
sychodynamic psychotherapy 8 (8) 16(6)
dalectical behaviour therapy 4(4) 3(1)
ational Emotive Therapy 0(0) 4(2)
amily Therapy 12(12) 35 (14)
ognitive Analytic 7(7) 7(3)
arrative Therapy 1(1) 0(0)
ther 32 (33) 94 (37)
Table 10. Level o f  training by groups PD and NoPD. ---
evel at which training achieved N (%)
PD NoPD __
ot applicable 33 (34) 89 (35)
itroductory level 14(14) 51 (20)
Sc/BA 20(20) 45(18)
Gcert 8(8) 13 (5)
Gdip 12(12) 24 (9)
[asters 13(13) 22 (9)
tid 2(2) 2(1)
octorate 4(4) 3(1)
ther 10(10) 36(1)
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)escription of responses to questionnaire
)escriptive statistics as appropriate for each of the variables in each sample are outlined in table 11 below.
nable 11. Descriptive Statistics fo r  each item.
em Item 
).
PD NoPD
Median Inter-quartile
Range
Median Inter-quartile
range
25 50 75 25 50 75
Admission not indicated 4.0 3.0 4.0 5.0 4.0 3.0 4.0 6.0
Not a suicide risk 3 2.8 3.0 4.0 3 2.0 3.0 4.0 /
Anti-depressants not indicated 3.0 2.0 3.0 4.0 2.0 1.0 2.0 3.0
Manipulating admission 3.0 2.0 3.0 4.0 3.0 2.0 3.0 3.0":
Not does not require sick leave 3.0 2.0 3.0 4.0 3.0 2.0 3.0 3.0" '
Discharge from out patients 2.0 1.0 2.0 3.0 1.0 1.0 1.0 2 .0 ^
Medication Dependent 4.0 3.0 4.0 4.0 4.0 2.0 4.0 4.0
Unlikely to arouse sympathy 3.0 2.0 3.0 3.0 3.0 2.0 3.0 3.0 ‘
Overdose an attention seeking act 3.5 3.0 3.5 4.0 3.0 2.0 3.0 4.0
) Would not like to have client on case load 3.0 2.0 3.0 4.0 2.0 2.0 2.0 3.0
I Should not be referred for psychotherapy 3.0 2.0 3.0 4.0 3.0 2.0 3.0 5.0
I Difficult management problem 3.0 2.0 3.0 4.0 2.0 2.0 2.0 3.0
1 Likely to annoy 3.0 2.0 3.0 4.0 2.0 1.0 2.0 3.0
1 Unlikely to improve 2.0 2.0 2.0 3.0 2.0 1.0 2.0 2.0
5 Cause of debt within control 4.0 3.0 4.0 5.0 4.0 4.0 4.0 5.0
5 Does not merit NHS Time 3.0 2.0 3.0 4.0 3.0 2.0 3.0 4.0
7 Unlikely to complete treatment 3.0 2.8 3.0 4.0 2.0 2.0 2.0 3.0
5 Does not have a mental illness 3.0 2.0 3.0 4.0 3.0 2.0 3.0 4.0
) Has control of suicidal urges 3.0 2.0 3.0 4.0 4.0 2.5 4.0 5.0
) Risk of dependency on the service 5.0 4.0 3.0 4.0 4.0 3.0 4.0 4.0
1 Unlikely to comply with advice or 
treatment
3.0 2.0 3.0 4.0 2.0 2.0 2.0 3.0 j
I Do not have training or expertise to work 
with client group
2.0 1.0 2.0 3.0 2.0 1.0 2.0 4.(M
3 Not suitable for treatment within a CMHT 1.5 1.0 1.5 2.0 1.0 1.0 1.0 2 .0^
\ Client likely to cause friction with in the 
team.
4.0 2.0 4.0 5.0 2.0 1.0 2.0 4.0
5 Client not treatable 2.0 1.0 2.0 3.0 1.0 1.0 1.0 2.0
5 Doesn’t have ability to reflect on own 
mental state
2.0 1.8 2.0 3.0 2.0 1.0 2.0 3.0
7 Client likely to frustrate you. 4.0 3.0 4.0 5.0 2.0 2.0 2.0 4.0
8 Suicidal attempts a cry for help 4.0 3.0 4.0 5.0 4.0 3.0 4.0 5.0
? Severity of clients condition 3.0 3.0 3.0 4.0 5.00 3.0 3.0 4.0
138
MRP
fhe impact of a previous diagnosis of personality disorder in the vignette
jroups PD and NoPD were compared on the 29 semantic differentials using Mann Whitney U tests. After the 
correction for multiple tests had been applied (p=0.002). The PD group had significantly higher scores on items 
I, 10, 12, 13, 14, 17, 20, 21, 23, 24, 25, 27 (p=<0.001). This suggests that when a previous diagnosis of PD was 
ndicated, clinicians were more likely to experience less sympathy and more likely not to want the client on their 
caseload. They were also more likely to think that the client would be a difficult management problem, to think 
hat the client would annoy them, to consider the client as unlikely to improve, unlikely to complete treatment 
md consider them a higher risk of developing dependency on the service. Furthermore, the clinicians were more 
ikely to think that the client would not comply with advice or treatment, to consider the client as not suitable for 
reatment within a CMHT, think that the client would cause friction within the team, consider the client as not 
reatable and expect the client to frustrate them, than if no previous diagnosis of PD was given.
it:
k
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pable 12. PD compared with NoPD.
Item Mean Rank 
PD NoPD Z
Admission not indicated 182.7 176.2 -.543
Not a suicide risk 173.5 179.2 -.530
Anti-depressants not indicated 195.9 171.2 -2.09*
Manipulating admission 197.5 170.6 -2.33*
Not does not require sick leave 184.5 175.5 -.757
Discharge from out patients 201.4 . 169.1 -2.96**
Medication Dependent 162.9 183.8 -1.78
Unlikely to arouse sympathy 207.0 166.9 -.345***
Overdose an attention seeking act 152.7 187.6 -2.99**
) Would not like to have client on case load 209.8 165.9 -3.73***
I Should not be referred for psychotherapy 196.8 170.8 -2.17*
I Difficult management problem 130.4 196.2 -5.57*** :
Likely to annoy 139.0 192.9 -4.56***
1 Unlikely to improve 126.7 197.6 -6.17***;!
5 Cause of debt within control 179.3 177.5 -.152 _
5 Does not merit NHS Time 179.2 177.5 -.142
7 Unlikely to complete treatment 229.3 158.4 -6.06***
3 Does not have a mental illness 185.3 175.2 -.850
) Has control of suicidal urges 161.1 184.5 -1.962*
) Risk of dependency on the service 129.6 196.5 -5.64***
1 Unlikely to comply with advice or treatment 226.1 159.7 -5.70***
I Do not have training or expertise to work with client group 171.2 180.6 -.798
3 Not suitable for treatment within a CMHT 206.6 167.1 -.3.8 ***
I Client likely to cause friction with in the team. 136.7 193.8 -4.79***
5 Client not treatable 216.1 163.5 -4.73***
5 Doesn’t have ability to reflect on own mental state 186.7 174.7 -1.03
7 Client likely to frustrate you. 125.6 198.0 -6.07***
3 Suicidal attempts a cry for help 177.4 178.3 -.077
? Severity o f clients condition 175.6 178.9 -.285
‘PO.OS; **P<0.01 ***P<0.001 (Prior to bonferroni correction) # remained sig. after correction.
Diagnosis made by respondents. 
rndm dual Item Analysis
Clinicians were asked to suggest what they thought the likely diagnosis would be currently for the individual in 
he vignette. Of the overall sample, 67% suggested a diagnosis of depression, see Table 13 below. However, 
mly one third of those told that the individual in the vignette had a previous diagnosis of PD thought that their 
mirent diagnosis would be personality disorder. A chi-square test indicated that group PD or NoPD had a
MRP
significant relationship with the chosen diagnosis (Depression, Personality Disorder and Adjustment disorder) 2  
;hat was indicated (x2(3) = 37.3, p=<0.001). Drug dependence, bipolar disorder and no disorder were not - 
included as not enough respondents had selected these items, in order to meet the minimum expected cell 
frequency for a Chi Square test. This suggests that there may be an interaction effect of group PD and NoPD 
and diagnosis chosen. However, it was not possible to control for the effect of group using non parametric tests, 
fherefore PD and NoPD have been examined separately for the impact of respondents chosen diagnosis on 
scores on the semantic differentials questionnaire. Table 14 summarises the results of the Kruskall Wallis test 
which looked at whether there was a significant difference between chosen diagnosis indicated by the clinician 
m the items on the semantic differentials questionnaire for both PD and NoPD groups. For the PD group, after 
:he correction for multiple tests had been applied, there were no significant differences on scores on the 
semantic differentials questionnaire when compared by chosen diagnosis. For the NoPD group, when scores 
were compared by chosen diagnosis there were significant differences on items 3, 12, 13, 14, 18, 20, 21, 22,24, 
25,26 and 27 ( p«>.()01). £
Table 13. Diagnosis given by respondents.__________________________________________________________ 2
Likely Diagnosis n (%)
roup Depression Bipolar
disorder
Drug abuse/ 
Dependence
Adjustment
disorder
Personality
disorder
No disorder
D 54 (55.1) 1 (1.0) 0(0) 14(14.3) 28 (28.6) 1(1.0)
oPD 182 (70.1) 1 (0.4) 0(0) 43 (16.7) 15(5.8) 16(6.2)
verall
impie
(66.5) 2 (0.6) 0(0) 57(16.1) 43(12.1) 17(4.8)
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Table 14. Impact o f  diagnosis chosen by clinician. > ■;
Item PD NoPD
Admission not indicated 3.4 7.1
Not a suicide risk 9.68* 12.5**
Anti-depressants not indicated 11.1* 28.1***
Manipulating admission 7.3 13.8**
Not does not require sick leave 9.7* 7.5
Discharge from out patients 13.6** 12.6**
Medication Dependent 6.9 3.6
Unlikely to arouse sympathy 8.2 16.9**
Overdose an attention seeking act 9.7* 9.1
D Would not like to have client on case load 10.5* 14.4***
1 Should not be referred for psychotherapy 7.6 9.1
2 Difficult management problem 5.2 17.0**
3 Likely to annoy 10.0* 38.7***
4 Unlikely to improve 2.8 20.6***
5 Cause of debt within control 5.2 . 4.1
5 Does not merit NHS Time 4.1 14.9**
7 Unlikely to complete treatment 4.1 16.0** P
8 Does not have a mental illness 7.5 29.1***
9 Has control of suicidal urges 2.4 8.9
0 Risk of dependency on the service 10.2* 27.1***
1 Unlikely to comply with advise or treatment 14.3** 21.6*** -
2 Do not have training or expertise to work with client group 13.8** 22.8***
3 Not suitable for treatment within a CMHT 3.2 5.5
4 Client likely to cause friction with in the team. 8.6 19 4***
5 Client not treatable 9.8* 17.2**
6 Doesn’t have ability to reflect on own mental state 2.3 16.5**
7 Client likely to frustrate you. 5.7 37.1***
8 Suicidal attempts a cry for help 1.2 6.2
9 Severity of clients condition 7.3 14.7**
*P<0.05; **P<0.01 ***P<0.001 (Prior to bonferroni correction) # remained sig. after correction.
\ s  table 13 signifies, none of the respondents in either PD or NoPD groups indicated that drug dependence as a 
diagnosis. The original study indicated that a diagnosis of adjustment reaction may have been applied to the 
depressive symptoms of PD. Furthermore, there were only a small number of respondents that selected the other 
diagnoses. Therefore adjustment disorder, personality disorder and depression were selected for focused ^  
comparisons using Mann Whitney U tests.
fhe focused comparisons demonstrated that the scores on items 3 (Z= -3.6, p=<0.001), item 18 (Z= -3.4, 
3=<0.001), and item 22 (Z=-3.9, p=<0.001) were significantly lower when clinicians chose a diagnosis of
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depression, than when they chose a diagnosis of adjustment disorder after the correction for multiple tests had 
seen applied. This indicates that clinicians, who chose depression as the likely diagnosis, were less likely to 
hink that anti-depressants were not indicated, that the client was not mentally ill and that the clinician did not :r 
lave the training or expertise to work with that group, than when they chose a diagnosis of adjustment disorder
\fter corrections for multiple testing (p=0.001) scores on items 8 (Z=-3.2, p=<0.001), 12 (Z=-3.7, p=<0.001), . 
13 (Z=-5.2, p=<0.001), 14 (Z=-4.1, p=<0.001), 20 (Z=-4.1, p=<0.001), 21 (Z=-3.8, p=<0.001), 24 (Z=-4.1, 
)=<0.001), 25 (Z= -3.1, p=<0.001), 26 (Z=-3.3, p=<0.001), 27 (Z=-5.5, p=<0.001) were significantly lower 
vhen clinicians had chosen a diagnosis of depression, than when they had chosen a diagnosis of personality 
lisorder. This indicates that when the clinician thought the diagnosis of the individual was likely to be 
lepression, they were less likely to be unsympathetic, less likely to think that the person would be a difficult 
nanagement problem or annoy them, less likely to believe that they would not improve, less likely to think that 
hey were at risk of becoming dependent on the service, less likely to believe that the client would comply with 
reatment advice, less likely to cause friction in the team, less likely to think the client would not be treatable, 
ess likely to think the client would have the ability to reflect on their own mental state and less likely to think 
be client would frustrate them than if the clinician chose a diagnosis of personality disorder. ,r
L-_-
cores on items 13 (Z=-3.8, p=<0.001) and 14 (Z=-3.2, p=<0.001) were significantly lower when a clinician 
ad indicated personality disorder as the likely diagnosis, than when they had indicated the likely diagnosis to :: 
e Adjustment disorder. However, items 24 (Z= -3.3, p=<0.001) and item 27 (Z=-3.2, p=<0.001) were 
ignificantly lower in likely diagnosis group Adjustment Disorder than in likely diagnosis group Personality 
lisorder. This indicates that clinicians who thought that the likely diagnosis was personality disorder were less 
kely to annoy them and were more likely to improve than when they thought the likely diagnosis was 
djustment disorder. That said, when the clinician thought that the likely diagnosis was adjustment disorder, 
iey thought that the client was less likely to cause friction in the team and less likely to frustrate the clinician.
nalysis o f  overall score
he summed scores on the semantic differentials questionnaire were normally distributed, allowing for the use 
f non-parametric tests. Therefore a two-way ANOVA was used to evaluate the effects of group PD and NoPD; 
id chosen diagnosis on overall scores on the semantic differentials questionnaire. Due to small numbers in the" 
ipolar disorder, drug dependence and no disorder, only depression, adjustment disorder and personality 
sorder were entered into the analysis. Details are given in Table 8. The ANOVA indicated no significant
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interaction between groups PD and NoPD and clinicians chosen diagnosis, (F (2) = 1.05, p=>.05). There a 
significant main effect of group PD or NoPD, (F (1) = 9.30, p=<.01) and a significant main effect of likely 
diagnosis (F (4) = 39.476, p=<0.001).
Table 15. Means o f overall score by group and likely diagnosis__________    L
Group Diagnosis chosen by 
clinician
Mean Std. Deviation N :
D Group Depression 81.1 13.20 54
Adjustment disorder 92.2 11.0 14
Personality disorder 95.4 11.9 28
foPD Group Depression 73.3 11.8 182
Adjustment disorder 84.3 13.3 43
Personality disorder 93.7 9.8 15
Perception of control and personality disorder
Spearman’s correlations demonstrate a relationship between the item “Not mentally ill” and items shown in the 
able below that imply an individual has control over their actions. “Not mentally ill” was significantly 
correlated with all the items that indicate an individual has control over their own behaviour. *!
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"able 16. Correlations between ‘Not mentally ill ’ and items representing control and lack o f sympathy.
Correlation (r5)
Item 2 3 4 5 6 7 8 9
1. Not mentally ill .220*** .255** .128* .170** .118*
*
.232** .252*** .190*
2. Taking an overdose is an 
attention seeking act.
.259**
H5
.090 .234** .176** 
* *
.200** .255*** .204*
**
3. Manipulating admission. .055 .283** .327** 
* *
.195**
*
.214*** .264*
**
4. Cause of debts under 
clients control.
.176** .160** 
* *
.026 .039 .026
5. Suicidal urges under 
clients control
.217** .106* .284*** .038
6. Should be discharged from 
out-patient,
.140**
*
.121* .070
7. Case does not merit NHS 
time
.216*** .185*
**
8. Unlikely to arouse 
sympathy.
.071
9. Likely to annoy.
P<0.05; **P<0.01 ***P<0.001
Experience, additional qualifications and profession
^ Kruskall Wallis was used to test the hypothesis that there would be a significant difference between 
irofessions of respondents and scores on the semantic differentials questionnaire, who had been given the PD 
dgnettes. There were no significant differences on scores on the semantic differentials questionnaire items 
>etween professions.
X Man Whitney U was used to evaluate the hypotheses that there will be a significant difference on scores on 
he semantic differentials questionnaire between individuals who had additional therapeutic training and those 
vho had not. There were no significant differences found.
Kruskall Wallis’ were also used to evaluate the hypotheses that there would be significant differences on scores-; 
>n the semantic differentials questionnaire between groups of experiences after qualification (0-5, 6-10, 11-15,'i
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16-20, 21-25, 26-30, 31+) and level of additional qualification (None, Introductory, BSc, PGcert, PGdip, 
Masters, Phd, Doctorate). Again, there were no significant differences found.
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DISCUSSION
As highlighted in the introductory text, traditionally, individuals with a diagnosis of personality disorder have 
been deemed untreatable and undeserving of mental health services. Recently there have been a number of 
socio-political changes, such as the introduction of new guide lines, training schemes, changes to the mental 
health act and proposed changes to the DSM-V diagnoses. A number of these changes have increased the 
likelihood that individuals will be treated within community mental health services, especially community 
mental health teams. Where attitudes have been assessed previously, it has mostly been demonstrated that staff 
harbour negative or critical attitudes towards individuals with a diagnosis of PD. This study’s principle aims 4 ; 
were to evaluate whether critical attitudes currently exist within community mental health teams towards people 
with a diagnosis of personality disorder, and to compare these results with past research, to anticipate whether 
any change has occurred over the last twenty years. Overall, this study was successful in achieving these aims. )
Overview of results
Previous diagnosis o f  personality disorder
The primary aim of the study was to assess the impact of the diagnosis of PD on attitudes of clinicians working 
in CMHTs. Strong effects were found for previous diagnosis of PD versus no PD, whilst no effects were found 
for gender, ethnicity or social class. Responses did not seem to have been affected by social desirability given 
that there were no significant differences between clinicians given vignette 1 (PD diagnosis) and vignette 4 (PD 
diagnosis but told about the aims of the study). s ■
l e
Comparison of the combined groups: clinicians given vignettes indicating a previous diagnosis of PD and 
clinicians given vignettes that did not mention a previous diagnosis of PD demonstrated a number of differences 
on items measured by the semantics differentials questionnaire. This lends support to the hypothesis that 
clinicians working within CMHTs are more critical towards individuals with a diagnosis of PD, than other 
individuals without such a diagnosis.
The items that were more readily endorsed by clinicians who were advised about a previous diagnosis of PD 
seemed to fall into roughly two categories. The majority of more critical items endorsed were related to 
treatment pessimism. Clinicians indicated that individuals with a diagnosis of PD were less likely to improve, 
less likely to complete treatment, a greater risk of dependency on the service, less likely to comply with
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treatment and advice, less likely to be suitable for treatment within a CMHT, more likely to cause friction 
within the team and less treatable, than individuals with the same symptoms but without a diagnosis of PD. The 
second category was representative of clinicians’ emotional responses. Clinicians denoted that individuals with 
a diagnosis of PD were less likely to arouse sympathy and more likely to cause frustration and annoy the 
clinician. Moreover, they were also less likely to be wanted on the case load of the clinician than individuals 
who did not have a diagnosis of PD.
Clinicians ’ chosen diagnosis
Clinicians were asked to indicate what they thought the current diagnosis for the individual in the vignette was 
likely to be. Clinicians that had been advised of a previous diagnosis of PD were more likely to indicate a ^ 
current diagnosis of PD. The clinicians that were not told about the previous diagnosis of PD were more likely 
to indicate a diagnosis of depression (70%), and more likely to indicate a diagnosis of Adjustment Disorder or ? 
No disorder. Overall, depression was the most commonly indicated disorder. Fifty four percent of clinicians 
advised about a previous diagnosis of PD, indicated that they thought the current diagnosis would be depression 
and only 29% indicated a diagnosis of PD. This suggests that health professionals are not always influenced by 
previous diagnoses or that they do not always agree with diagnoses given to individuals.
Despite this finding, it was indicated that even when a clinician had indicated a different diagnosis to the 
previous diagnosis of PD given in the vignette, this had little impact on their scores on the semantic differentials 
questionnaire. This signifies that a previous diagnosis of PD still influences a clinician’s attitude towards an 
individual, even if they do not necessarily agree with that diagnosis. This finding was not consistent for 
clinicians who were not advised of a previous diagnosis of PD. Results established that there was a significant 
difference between scores on the semantic differentials questionnaire, depending on the diagnosis that the
i>"
clinician indicated. Clinicians indicating a diagnosis of depression revealed the least critical attitudes, whilst 
those indicating a diagnosis of PD revealed the most critical attitudes, supporting the results discussed earlier. -
Summed scores on the semantics differentials questionnaire lend further support to these findings. For both 
groups, the lowest totalled mean score was related to the clinician indicating a diagnosis of depression. However, 
the mean score was still higher when clinicians were advised of a previous diagnosis of PD.
Perception o f  control and personality disorder.
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Clinicians were less likely to feel sympathy and more likely to think the client had control over their behaviour 
if they thought that the client was not mentally ill. All items that indicated a client had control over their own 
behaviour, and items that indicated clinicians sympathy or lack thereof, were significantly positively correlated 
with the item ‘Not mentally ill’.
Previous experience and profession.
The length of time post qualification, the presence or absence of additional therapeutic training, the level of 
additional therapeutic training and the clinician’s profession did not impact on scores on the semantic 
differentials questionnaire, suggesting that regardless of training or experience, clinicians were still more critical 
when a diagnosis of PD had been given. This is a surprising finding, given that different professionals receive i, 
different levels of education around the nature and treatment of individuals with PD. One might expect that the 
training of a clinical psychologist would better equip them to understand the difficulties that arise with "
individuals who are likely to be given a diagnosis of PD, over professionals who have a less psychologically 
orientated training. That said, there were very uneven numbers of some professions represented in the sample 
and comparison of more even groups may have yielded different results.
Congruence with previous research
Many of these findings replicate those of the original study looking at attitudes in psychiatrists implemented
over 20 years ago (Lewis & Appleby study, 1988). Psychiatrists in the previous study also reported more critical
attitudes on items that suggested people with a diagnosis of PD were unlikely to arouse sympathy, were less
likely to be wanted on psychiatrists’ caseload, more likely to be difficult to manage, more likely to annoy the j
clinician, less likely to improve, less likely to complete treatment, had a greater risk of dependency on the
service and less likely to comply with advice or treatment. The remaining items that were significant in the
current study were added to the revised version of the questionnaire and were not present in the original study. %
However, a number of items demonstrating more critical attitudes in the previous study were not evident in the
current study. These include ‘manipulating admission’, ‘taking an overdose would be an attention seeking act’,
‘should be discharged from out-patients’, ‘cause of debt under clients control’, ‘client not mentally ill’
‘condition not severe’, ‘anti-depressants not indicated’, ‘discharge from out-patients’ and ‘not a suicide risk’.
This is indicative that individuals with a diagnosis of PD are not viewed differently to other clients without such
a diagnosis, with respect to these items. It is possible that there has been some improvement in the way
individuals with a PD diagnosis are viewed in certain respects. However, it is important to note that correction
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for multiple testing, whilst reducing the likelihood of a type I error, increases the likelihood of type II errors, i  
There were statistically significant differences on items ‘manipulating admission’, ‘anti-depressants not 
indicated’ and ‘discharge from out-patients’, prior to correction for multiple testing, suggesting that there is still 
a near significant trend. It is also worthy of consideration that it is likely to be deemed politically incorrect to 
use terms such as attention seeking and manipulation. Therefore any difference with respect to these items may 
only represent an awareness of incorrect terms, rather than reflecting any substantial change in attitude.
Despite this, it was evident that the presence of a diagnosis of PD had no impact on whether the clinicians 
considered the individual in the vignette to have a mental illness, nor did they impact on how severe they 
thought their condition was. This is an encouraging finding, considering that it is well documented that 
individuals that have control over their own behaviour (i.e. individuals who are not mentally ill) may endorse 
negative reactions in caregivers, inhibiting help giving behaviour (Weiner, 1980). This finding suggests also, that 
whilst the belief that an individual is not mentally ill correlates with beliefs that an individual has control over V 
their behaviour and lack of sympathy on the part of the clinician, they did not yiew individuals with a diagnosis:; 
of PD as any less mentally ill than individuals with a diagnosis of depression or no diagnosis. This finding is 
inline with that reported by James & Cowman (2007) who found that 60% of psychiatric nurses interviewed did 
not support the view that inadequate care of clients with a diagnosis of BPD was a result of them not having a 
mental illness. Two hypotheses are relevant for this finding. It is possible that heightened awareness of the 
issues that people with a diagnosis of PD may have lead to a change in how people perceive their problems. The 
second hypothesis is that this study compared individuals given a previous diagnosis of PD to individuals who 
were either given a diagnosis of depression or no diagnosis. It may be that despite these individuals describing 
symptoms of distress, these symptoms would not be considered as a mental illness by current standards. Further 
research would be required to determine this, although the aforementioned findings of James & Cowman (2007) 
would indicate greater support for the first hypothesis.
•a i
The finding that experience has little impact on attitudes towards individuals with a diagnosis of PD is in y
contrast to that published by Lewis and Appleby (1988), who found that the more experienced a psychiatrist
was, the less critical attitudes they demonstrated on a number of items. However, it is probable that a curvilinear
relationship between experience and attitude exist. Research by Bowers et al. (2000) demonstrated that the least
and most qualified nurses were more likely to demonstrate positive attitudes towards individuals with PD. Mid
grade nurses were most likely to demonstrate negative attitudes, especially relating to treatment outcome. The
current study only looked at qualified clinicians and therefore it is likely that most of the respondents were
educated at least to a diploma level. It also only looked at years’ experience across the professions and did not
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separate out different levels of experience within the varying professions. Most previous research has tu
concentrated on one professional group at a time and therefore differences in attitude between levels of !
lierarchical structure would have been more evident.
Clinical Implications
[n spite of such findings regarding mental illness and severity, this research has demonstrated that many 
clinicians working in CMHTs hold more negative views about individuals with a diagnosis of PD, than clients 
without such a diagnosis. More specifically it has indicated that clinicians remain pessimistic about the 
effectiveness of therapy with this client group. This corroborates the existing literature that demonstrates 
negative attitudes towards this client group are held by a variety of professionals working in diverse settings (e.g. 
Lewis & Appleby, 1980; Bowers et al., 2000). Therapeutic pessimism refers to disbelief that therapy can be 
effective. Such pessimism is thought to have a number of implications for staff-client relationships and 
ultimately therapeutic outcome. Hope (Flaskas, 2007) and motivation to change (Di Clemente, 1983) are r
<a
regarded as very important factors for effective therapeutic outcomes. Feeling pessimistic about treatment is t 
likely to impact on both the therapists and clients hope and motivation for change. Bowers et al. (2002) 
indicated that remaining positive towards individuals with a diagnosis of PD was related to the belief that they . 
are treatable and was also related to staff moral (Bowers et al, 2000). Empathy and warmth are widely 
considered essential characteristics of the therapist, and for the development of an effective and successful 
therapeutic relationship (Rogers, 1992). Research suggests that therapeutic alliance accounts for a large 
proportion of the variance when predicting therapeutic outcome (Lambert, 1992; Martin et al., 2000; Horvath & 
Bedi, 2002; Shirk & Karver, 2003). Research has also suggested that the way a therapist perceives a client 
impacts on the way that they respond to them and also the outcome of treatment. For example, therapists are 
more likely to discuss the client’s strengths in therapy sessions if the client was deemed to demonstrate 
protective factors that are thought of as predictive of positive therapeutic outcomes before therapy begins. Such 
characteristics include intelligence, parental mental health, family environment and the client’s expectancies 
around treatment outcome (Karver et al, 2003). In addition, therapists were likely to express less empathy to 
individuals perceived as having less pre-therapeutic strengths (Bohart et al., 2002), thus suggesting that 
therapeutic pessimism could significantly impact on outcome for this client group.
There is a significant amount of literature that demonstrates the effectiveness of psychological therapy with this
client group (e.g. Brown et al., 2004; Emmelcamp et al., 2006; Davidson et al., 2006). The endorsement of items
relating to therapeutic pessimism may suggest that such research is not being effectively disseminated to staff
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working in CMHTs. That said, it also likely to reflect the lack of service provision available for this client group. 
Whilst treatment can be effective (for individuals with a diagnosis of BPD at least), many of the supported 
reatments such as Dialectical Behaviour Therapy (DBT), require extensive service provisions. Treatment — as 
rsual in CMHTs — does not meet the standards required by these individuals because of the symptom focus and 
he lack of emphasis on acceptance, validation and attachment (Sampson, 2006). The literature on therapeutic 
outcomes focuses on individual therapy but there is little guidance for service provision, apart from the 
capabilities framework which still remains quite vague. This is only likely to maintain any therapeutic 
pessimism that already exists.
Whilst research is fairly unanimous that psychiatric services contribute to critical attitudes towards individuals 
with a diagnosis of PD, the difficulties with working with this client group should not be minimised (Wright et 
il, 2007). A number of factors contribute to the development of negative attitudes towards this client group, 
ncluding organisational factors, the emotional world of the clinician and the emotional world of the client. The 
iifficult experiences that clinicians frequently note when working with this client group are clearly multi­
faceted and it is impossible to disentangle the impact of the wider culture from individual factors. However, it is 
wident that any response to changing negative attitudes will also need to be multi-faceted. Therefore, it would 
;eem unlikely that simply changing the label of PD alone will have the necessary impact required.
r  ;
fhe negative attitudes in the current study either related to treatment pessimism, or the clinicians emotional 
esponse to the individual. It is widely recognised within the psychotherapeutic literature that awareness of 
me’s own emotional responses is a necessity when working therapeutically with complex client groups (Nathan, 
1999). It is regarded that such emotional responses can provide important information about the internal world 
)f the client. Wright et al. (2007) note that often clinicians draw one explanation for their difficult experiences 
md this is usually related to the characteristics of the client. Negative emotional reactions are only problematic 
f  clinicians have limited resources for understanding and managing them. Nurses tended to be able to maintain 
t more positive attitude to working with this client group when they knew better how to contain and cope with 
heir angry feelings about index offences, had insight into their emotional reactions to behaviour, and could 
;xpress awareness of how to contain themselves (Bowers et al, 2000). It has been suggested that training 
courses need to integrate an element that develops self-awareness in the clinician by introducing self reflection, 
ather than being purely educational (Wright et al., 2007).
fhe limited research that has looked at the outcome of training on attitudes towards individuals with a diagnosis
)f PD has indicated positive results with regards to training outcome (Miller & Davenport, 1996; Krawitiz, 2004;
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Krawitz & Jackson, 2001; CDELL, 2006). Further to this, studies that have used qualitative methodologies have 
demonstrated that nursing and prison staff in particular are keen to have additional training, as previous 
experiences of training have had a positive impact on their work with this client group (Bowers et al., 2003; 
Cleary et al., 2002; James & Cowman, 2007). The evaluation of the Personality Disorder Training Initiative 
report is that it is too early to be able to identify the impact of these training schemes on clinicians practice.
These training schemes are in their infancy and a number of problems have been noted thus far. All regions T 
have proceeded to very different time scales and the volume of training delivered has varied greatly from region 
to region. Moreover, there are large quantities of training materials that are available from various sources. 
Therefore the number of people trained, the standard of training and the information given, is likely to have 
varied greatly across regions (CDELL for the DoH, 2006).
Limitations
There are a number of considerations that must be taken into account when interpreting the current findings. 
Vignettes were used in order to offer a hypothetical simulation of a real life situation. Information is limited in 
order to force the respondents into drawing upon pre-existing attitudes. This does not reflect how community 
mental health teams would operate in practice, as individuals would be assessed and much more information 
would be gathered about a person (Bums, 2006). Although vignettes are widely used in research, they can not ; 
fully replicate the experience of meeting someone face to face. Attitudes towards an individual may be quite 
different to attitudes elicited by a vignette. This relates to ecological validity and is a common problem when  ^
opting to use experimental designs (Field, 2006). It can be addressed by a qualitative design or administering 5 
questionnaire after initial assessment sessions; however, this makes the control of extraneous variables more 
difficult. In addition, the likert scale endorsed in the questionnaire utilised a six point scale. This forces 
individuals to express an opinion, as there is no middle ground and hence no opportunity to remain neutral if 
they so wish. As there was little information in the vignettes, it may have been the wish of some people to 
reserve judgement before receiving further information (Schuman & Presser, 1996).
The questionnaire that was used to measure attitudes in this study was developed by the authors of the original
study. Although attempts were made to modernise the questionnaire, these were kept to a minimum so that
comparison of the results were viable. This posed a limitation in that the questionnaire was developed 20 years
previously and there have been substantial changes in how the health care system operates. This means that
some items may hold different meanings today, than they would have done 20 years ago. For example, the
initial item on the questionnaire referred to whether a hospital admission was indicated. Since the original study,
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he mental health care system has moved towards care in the community and hospital admissions are often 
contraindicated or seen as a last resort (Bowl, 1996). Therefore, it is likely that most people presenting to mental 
lealth services would not be considered for a hospital admission even if they were requesting one. Therefore, 
;omeone endorsing the item ‘admission not indicated’ does not necessarily represent a critical attitude, but 
ather a common practice within the NHS. As mentioned earlier, other items such as ‘client manipulating ^  
admission’ or ‘overdose an attention seeking act’ may also lack validity, as many people are aware that such 3.
erms are politically incorrect and therefore would not endorse such items as a result of social desirability. 
Nevertheless, a strength of this design is that control groups were used. All vignettes provided the same 
symptoms, the only difference being the diagnosis that is mentioned, suggesting that any differences in attitudes 
Detween the groups were likely to be related to the label of PD (Lewis & Appleby, 1988).
\ s  noted in the introduction, there is no published reliability and validity data on the semantics differentials 
questionnaire. This raises the possibility that the questionnaire may not be measuring what it was intended to 
neasure. The current study attempted to address part of this problem by assessing internal consistency of the 
items. Furthermore, there is support that Semantics Differentials Scales are a valid way of measuring attitudes 
[Osgood et al., 1957; Osgood et al, 1964; Vingerhoets, 2001) and often for a given attitude object, evaluative 
scores from the semantics differential correlate highly with scores produced by other attitude scaling techniques
(e.g. Breckler, 1984a; Fishbein & Ajzen, 1974; Jaccard, Webber & Landmark, 1975). The validity of this scale
V?
was also supported by the results of the original study, for instance, psychotherapist were more likely to refer ^
for psychotherapy, and biological psychiatrists were more likely to prescribe anti-depressants (Lewis &
Appleby, 1988). One advantage of this technique is that it is easily implemented and is easy for lay people to 
understand. However, there are also a number of problems with using such measures. The exact level of 
measurement of the resulting scores, are unknown (Eagley & Chaiken, 1993). They may also be vulnerable to 
response positioning bias (Coolican, 2004), although the likelihood of this was reduced by changing the order in 
which positive attitudes were expressed.
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Data analysis
A number of the assumptions for the use of parametric tests were not met. Therefore non-parametric equivalents 
were used for analysis. This posed problems for three reasons. Firstly, the results of the initial study were 
analysed using parametric tests, using the mean to represent the data. As non-parametric tests use the median as
a representation of the data, the comparison of the results was more difficult. Furthermore, in the original study
v.5
a two-way Anova was used for analysis of individual items on the semantic differentials questionnaire. This was 
not repeated in this study as there was no non-parametric equivalent.
Secondly, a probability of less than 5% (p<05) that a significant outcome will be found by chance (type 1 error) 
is conventionally accepted as an indication of a significant finding. When a number of tests are carried out for a 
variable, there is a greater chance that a type 1 error will occur. The bonferroni correction provides a way of 
dealing with multiple tests by reducing the p value for which statistical significance is accepted (Field, 2006). 
Fhe disadvantage of this method is that it is highly conservative and increases the chances of wrongly 
concluding that no statistically significant relationship was found, when in fact there was one (a type II error).
Categories o f  Personality disorder
*
As in the original study, categories of personality disorder were not specified in the vignettes. This was in line,, 
with research that suggests that often clinicians do not reliably discriminate between categories and frequently i(* 
refer to personality disorder rather than using specific categories (Loranger et al, 1994). Despite this, it is 
possible that clinicians may have different attitudinal responses to different categories of personality disorder 
and therefore these results may not be generalised across categories. Prevalence rates suggest that individuals 
with a diagnosis of different types of PD present to different services. In addition, clients with a diagnosis of 
BPD have gained much more attention in the research literature. Therefore it may be that clinicians have clients 
with this diagnosis in mind when responding to the survey. Further research may wish to look at the impact of 
separate categories on attitudes.
Comparison o f results
A direct comparison of the results with the previous study was not possible for a number of reasons. The raw
lata of the original study were not available. The current study used a different sample population. Although it
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included psychiatrists, it looked at numerous professionals’ attitudes. However, the findings from this study 
suggest that profession had no impact on how critical a clinician was. Lastly, there were differences in 
inferential statistics as discussed above.
Further Research
This research has investigated whether clinicians working in CMHTs demonstrate negative attitudes towards 
individuals with a diagnosis of PD. It has also attempted to measure change over time. However, it is only able 
to indicate whether negative attitudes exist, not why they exist. It is able to make inferences about quantitative * 
change, but it is difficult to determine whether qualitative change has occurred. For example, it is clear that ^  
there remains a certain amount of pessimism with regard to the treatment of individuals with a diagnosis of PD.5 
However, it is difficult to say what this relates to. It may have been that previously this related to a belief that 
clients with such a diagnosis were untreatable. Currently, the widely known effective treatments for individuals 
with a diagnosis of PD such as Dialectical Behaviour Therapy and Therapeutic Communities require a huge 
amount of resources. The present pessimism may relate to an acknowledgement that provision of such services 
is unlikely within the settings they are operating in. Respondents in the current study were more likely to 
indicate that treatment within a CMHT was not appropriate for individuals with a diagnosis of PD. This may 
indicate that they feel unable to offer a service that meets their needs. Further research into what underpins 
therapeutic pessimism is needed, especially as this is well noted to impact on staff morale and their overall 
attitude to working with this client group (Bowers et al., 2000).
Phis research has indicated that clinicians working within CMHTs hold more critical attitudes towards clients 
with a diagnosis of PD in comparison to other mental health service users. However, there were some L
differences noted relating to whether individuals were considered to have a mental illness, and the severity of 
their condition. These are significant changes when considered in the light of Weiner’s (1980) attributional 
model of help giving behaviour. It is possible that when further changes regarding the diagnostic categories are 
made, changes to the mental health act come into force and more dramatic changes may occur with respect to 
now these individuals are viewed within the mental health system. It would be interesting to repeat this study 
after this time to measure the impact of this. However, if this study were to be repeated, it would be useful to 
further assess the validity of the questionnaire being utilised. This could be done by looking at the underlying 
factors, through the use of factor analysis. In addition criterion validity could be assessed, by comparing scores 
with the ADPQ to see whether there is a correlation.
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There remains a longstanding debate about whether attitudes are predictive of behaviour (Bowers et al, 2000). 
Whilst it is clear from research that there is an association, this does not necessarily mean that individuals who 
demonstrate more critical attitudes towards individuals with a diagnosis of PD are going to behave differently. 
Qualitative research in this area has indicated that the rationale an individual has for their negative attitude is 
more predictive of their behaviour than the actual attitude itself (Bowers et al., 2003). However, further research 
is required that looks specifically at the link between clinicians’ emotional and attitudinal responses to this 
client group and how they respond to them.
Lastly, future research may also attempt to gage the effect that early training schemes have had on attitudes 
towards this client group, as little research ahs focused on this as of yet.
Conclusions
This research has demonstrated that negative attitudes towards individuals with a diagnosis of PD currently exist 
in clinicians working in CMHTs. Clinicians tend to be more negative with respect to treatment outcomes and 
service suitability for this client group and were also likely to predict more negative emotional responses. 
Furthermore, there are minimal differences in how this client group were viewed over 20 years ago. However, it 
is clear that this is a multi-faceted and complex issue, which is affected by organisational, client and clinicians’ 
issues. Changing the label of PD alone is unlikely to have the necessary impact required to enable individuals 
with a diagnosis of PD to access the services and support that they need. Rather, further training that 
incorporates the development of clinicians’ self awareness, appropriate service provisions, and guidance are also 
needed.
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Case Vignette 1
\  34 year old man is seen in out-patients. He complains of feeling depressed, and says he has been crying on his 
Dwn at home. He says he thinks he’s going mad and he can't cope anymore, and is requesting an admission to 
lospital. He has thought of killing himself by taking an overdose of some tablets he has at home. He has taken 
me previous overdose, 2 years ago, and that time he saw a psychiatrist who gave him a diagnosis of personality 
lisorder. He has recently gone into debt and is concerned about how he will repay the money. He is finding it 
difficult to sleep and his GP has given him some medication. He thinks this has helped a little and is reluctant to 
^ive it up. C
172
MRP
Case Vignette 2
k  34 year old man is seen in out-patients. He complains of feeling depressed, and says he has been crying on his 
Dwn at home. He says he thinks he is going mad and he can't cope anymore, and is requesting an admission. He 
has thought of killing himself by taking an overdose of some tablets he has at home. He has taken one previous 
Dverdose, 2 years ago. He has recently gone into debt and is concerned about how he will repay the money. He 
is finding it difficult to sleep and his GP has given him some medication. He thinks this has helped a little and is 
reluctant to give it up.
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Case Vignette 3
\  34 year old man is seen in out-patients. He complains of feeling depressed, and says he has been crying on his 
Dwn at home. He says he thinks he is going mad and he can't cope anymore, and is requesting an admission. He 
las thought of killing himself by taking an overdose of some tablets he has at home. He has taken one previous 
Dverdose, 2 years ago, and that time he saw a psychiatrist who gave him a diagnosis of depression. He has 
recently gone into debt and is concerned about how he will repay the money. He is finding it difficult to sleep 
and his GP has given him some medication. He thinks this has helped a little and is reluctant to give it up. ,ri
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Hase Vignette 4
\  34 year old man is seen in out-patients. He complains of feeling depressed, and says he has been crying on his 
)wn at home. He says he thinks he is going mad and he can't cope anymore, and is requesting an admission. He 
las thought of killing himself by taking an overdose of some tablets he has at home. He has taken one previous 
werdose, 2 years ago, and that time he saw a psychiatrist who gave him a diagnosis of personality disorder. He 
las recently gone into debt and is concerned about how he will repay the money. He is finding it difficult to 
»leep and his GP has given him some medication. He thinks this has helped a little and is reluctant to give it up.
>lease note that this study is interested in the effect of psychiatric diagnosis, therefore it is important that you try 
lot to let yourself be influenced by any previous diagnosis made.
/ -
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Case Vignette 5
A 34 year old woman is seen in out-patients. She complains of feeling depressed, and says she has been crying 
on her own at home. She says she thinks she is going mad and she can't cope anymore, and is requesting an 
admission. She has thought of killing herself by taking an overdose of some tablets she has at home. She has 
taken one previous overdose, 2 years ago. She has recently gone into debt and is concerned about how she will 
repay the money. She is finding it difficult to sleep and her GP has given her some medication. She thinks this 
has helped a little and is reluctant to give it up.
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Case Vignette 6 '
A 34 year old Solicitor is seen in out-patients. He complains of feeling depressed, and says he has been crying 
on his own at home. He says he thinks he his going mad and he can't cope anymore, and is requesting an 
admission. He has thought of killing himself by taking an overdose of some tablets he has at home. He has taken 
one previous overdose, 2 years ago. He has recently gone into debt and is concerned about how he will repay 
the money He is finding it difficult to sleep and his GP has given him some medication. He thinks this has 
helped a little and is reluctant to give it up.
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]àse Vignette 7
l  34 year old Indian man is seen in out-patients. He complains of feeling depressed, and says he has been r 
trying on his own at home. He says he thinks he is going mad and he can't cope anymore, and is requesting an 
idmission. He has thought of killing himself by taking an overdose of some tablets he has at home. He has taken 
me previous overdose, 2 years ago. He has recently gone into debt and is concerned about how he will repay 
he money. He is finding it difficult to sleep and his GP has given him some medication. He thinks this has 
lelped a little and is reluctant to give it up.
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Changes to Vignettes
A 34 year old man is seen in out-patients. He complains of feeling depressed and says he has been crying on his 
own at home. He is worried about whether he is having a nervous breakdown 1 and is requesting admission. He; 
has thought of killing himself by taking an overdose of some tablets he has at home. He has taken one previous 
overdose, two years ago, and at that time he saw a psychiatrist. He has recently gone into debt and is concerned 
with how he will repay the money. He is finding it difficult to sleep and his GP has given some nitrazepam \  He 
thinks these have helped a little and is reluctant to give them up.
1. This was changed to ‘thinks he is going mad’.
2. This was changed to ‘medication’.
3. The final change to the vignettes was the inclusion of vignette 7.
' e
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Questionnaire 
Section 1.
Six point Scale
1 Hospital Admission 
needed
Hospital Admission 
not needed
l Not a suicide risk Definite suicide risk
3 Antidepressants needed Antidepressants not 
needed
\ Genuinely afraid of being 
out of hospital
Trying to manipulate 
admission
5 Needs sick leave from 
work
Does not need sick 
leave from work
5 Needs regular follow-up. Discharge from out­
patients.
7 Medication dependent Not Medication 
dependent
8 Client likely to arouse 
sympathy
Client unlikely to 
arouse sympathy
9 Overdose was an 
attention seeking act.
Overdose a genuine 
suicide act.
10 Would like to have Client 
on your case load
Would not like to have 
Client on your case 
load
11 Should not be referred 
for psychotherapy
Should be referred for 
psychotherapy
12 Difficult management 
problem
Straight forward 
management problem
13 Client likely to annoy 
you
Client unlikely to 
annoy you
14 Unlikely to improve likely to improve
15 Cause of debt likely to be 
within clients control
Cause of debt unlikely 
to within clients 
control
16 This case merits 
considerable NHS time
This case does merit 
NHS time
17 Client likely to complete 
course of treatment if 
offered
Client not likely to 
complete course of 
treatment if offered
18 Client does not have a 
mental illness
Client does have a 
mental illness
19 Client can not help 
suicidal urges
Client can control 
suicidal urges
20 Client at risk of 
becoming dependent on 
the service
Client not likely to 
become dependent on 
the service
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21 Client likely to comply 
with advice or treatment 
that is offered
Client not likely to 
comply with the 
advice or treatment 
offered
22 Patient’s is suitable for 
treatment within a 
CMHT
Client not suitable for 
treatment in a CMHT
23 You have enough 
training and expertise to 
be able to work with this 
patient
You do not have 
enough training or 
expertise to be to work 
with this person.
24 Client likely to cause 
friction within amongst 
the team
Client not likely to 
cause friction within 
the team
25 Client is treatable Client is not treatable
26 Client has the ability to 
reflect on their own 
mental state
Client does not have 
the ability to reflect on 
his own mental state
27 Client likely to frustrate 
you
Client not likely to 
frustrate you
28 Suicidal attempts a cry 
for help
Suicidal attempts 
demonstrate a genuine 
wish to die.
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TABLE OF AMENDMENTS
Item No. Original Items Changes to items
1 Admission Indicated Hospital not needed
2 Not a suicide risk No change
3 Anti-depressants not indicated Antidepressants not needed
4 Trying to manipulate admission No Change
5 Does not require sickness certificate Does not need sick leave 
from work
6 Discharge from out-patient follow-up Discharge from out­
patients.
7 Dependent on benzodiazepines Medication dependent
8 Patient unlikely to arouse sympathy No change
9 Over-dose would be attention seeking Overdose was an attention 
seeking act.
10 Would not like to have patient in your 
clinic
Would not like to have 
Client on your case load
11 Psychotherapy referral not indicated Should not be referred for 
psychotherapy
12 Difficult management problem No change
13 Patient likely to annoy you Client likely to annoy you
14 Unlikely to improve No Change
15 Cause of debt probably controllable by 
patient
Cause of debt likely to be 
within clients control
16 This case does not merit NHS time No change
17 Patient unlikely to complete course of 
treatment if offered
Client not likely to 
complete course of 
treatment if offered
18 Patient does have a mental illness Client does not have a 
mental illness
19 Suicidal urges are under patients control Client can control suicidal 
urges
20 Patient at risk of becoming dependent on 
you
Client at risk of becoming 
dependent on the service
21 Patient unlikely to comply with advice or 
treatment
No change
22 Rate severity of patients condition No change
23 Preferred diagnosis: Please tick one box to 
indicate the most likely 
diagnosis
Drug dependence Depression
Depression Bipolar disorder
Neuasthenia Drug abuse/ dependence
Anxiety State Adjustment disorder
Personality Disorder Personality disorder
Adjustment Reaction No disorder
MRP
items added to questionnaire______________ _______________________
Client not likely to comply with the advice or treatment offered _______
Client is not suitable for treatment in a CMHT ____________________
you do not have enough training or expertise to be to work with this client.
Client likely to cause friction within the team_________________________
Client is not treatable_____________________________________________
Client does not have the ability to reflect on their own mental state_______
Client likely to frustrate you__________________ _____________________
Suicidal attempts a cry for help __________________________________
186
APPENDIX E
DEMOGRAPHICS
MRP
Section 2 Demographic Information.
tVhat Trust do you work for?...................................................
What is your professional qualification? (Drop down box)
Psychologist
Psychiatrist
Occupational Therapist
Physiotherapist
'lurse
Social Worker 
Approved Social Worker 
Dietician
Mental Health Worker
Psychotherapist
Counsellor
Other
What are you currently employed as? (Drop down box)
Psychologist
Psychiatrist
Occupational Therapist
Physiotherapist
Nurse
Social Worker 
Approved Social Worker 
Dietician
Mental Health Worker
Psychotherapist
Counsellor
Other
How many years have you been qualified? (Drop down box)
0-5 years 
6-10 years 
11-15 years 
16-20 years 
21-25 years 
26-30 years 
31 +
Do you have any additional qualifications/ Training? (Tick box)
Cognitive Behavioural therapy 
Psychodynamic Psychotherapy
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Dialetical Behavior Therpay 
Rational Emotive Therapy 
Family Therapy 
Cognitive Analytic Therapy 
Narrative Therapy 
Other
What level did you achieve this qualification at? (Tick box)
Introductory level
BSc/ BA
PGcert
PGdip
Masters
Phd
Doctorate
Other
Have you ever worked in a disorder specific service? (Tick box)
Psychosis
Depression
Anxiety
Alcohol/ Drug abuse 
Personality Disorder 
Self harm
Obsessive Compulsive Disorder
Trauma
Other
Over the last two years have you had any diagnosis specific training? (Tick box)
Psychosis
Depression
Anxiety
Alcohol/ Drug abuse 
Personality Disorder 
Self harm
Obsessive Compulsive Disorder
Trauma
Other
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Dear Colleague,
am interested in finding out about how training and experience impact on decision 
making in community mental health teams.
am looking for clinicians working in community mental health team s to take part in an email survey.
The email survey should take about 5  m in u te s  to  d o , but will take no longer than 10 minutes.
-or those  who com plete the survey, you will have the option of being en tered  into a prize draw. I am  offering a  1 s t 
arize o f £100 v o u c h e r  an d  tw o  ru n n e r  up  p rizes  o f £50 v o u c h e rs  to th ree lucky repsondents. T hese  vouchers can be 
spent in the activity superstore, p lease  s e e  link below.
ittp ://w w w .ac tiv itv su p e rs to re .co m / (if th is  link d o e s  n o t w ork, p le a se  c u t an d  p a s te  in to  y o u r w eb  b ro w ser)
fhis research  may highlight a re a s  of learning need  in CMHT's in your trust and therefore this research  m aybe used  a s  
aart of a  p rocess to ad d ress  this. All p a r t ic ip a tio n  is  s tr ic tly  a n o n y m o u s .
f  y o u  a r e  in te r e s te d  in ta k in g  p a r t ,  p l e a s e  c lick  o n  th e  link  b e lo w .
ittp://www.fahs.surrev.ac.uk/survev/decisionmaking/
^ a n y  T h a n k s  fo r y o u r  c o -o p e ra tio n .
( in d  R e g a rd s  
Emma Peart
Frainee Clinical Psychologist 
Jniversity of Surrey
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Participant Information Sheet.
An investigation into clinical decision making in community mental health staff.
Dear Colleague, .
I would like to invite you take part in a research study looking at decision making in Community Mental Health 
Teams (CMHT’s).
What does it involve?
The study involves you reading a short vignette online and then answering a questionnaire which is made up o f ;  
30 items. It should take no longer than 10 minutes in total. After you have completed the questionnaire you will 
be asked if you would like to be entered into a prize draw.
Are there any benefits/ costs to participating? ; i
At the end of the study a brief summary of the results will be sent to each Team Manager, for all those that took 
part to read. This study is interested in how training and experiences influence clinician’s decision making and 
therefore may highlight an area of training need in the CMHT’s in your trust. This research maybe used as part 
of a process to address these training requirements. Furthermore, you will be entered into a prize draw, with the 
possibility of winning a voucher which can be spent at the Activity Superstore. There is one voucher worth £100, 
and two vouchers worth £50 each available to be won. The costs are very limited, the largest cost being 10 
minutes of your time, as the study is completely anonymous.
What's involved in the prize draw?
If you wish, you can be entered into the prize draw. At the end of the study three email addresses will be 
generated at random by the computer. One person will win a £100 voucher and two people will win £50 
vouchers to be spent in the Activity Superstore, please see link for more details:
http://www.activitvsuperstore.com/
The prize draw will be audited by The University of Surrey. z
1
Will my data be kept confidential?
All of your data will remain anonymous.
: ‘
As the questionnaires are completed online and the data are stored on a central database, there is no way of : 
linking your data to you, so your anonymity is preserved at all times. If you would like to enter the prize draw, 
you will need to enter your email address. This will be stored separately from the data you previously provided 
and will only be used for the prize draw and then will be destroyed.
The data will be stored on a database at The University of Surrey and will be accessed by three people. These 
include a technician, Dr Fiona Warren (Research Tutor) and me. The data will be held for five years. After the 
study has been completed, the data will be transferred to a disk and stored in a locked cabinet. It will be 
destroyed after the five year time limit.
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What will happen if I don’t want to carry on with the study?
Participation in this study is voluntary and you have the right to withdraw from the study at any point, if you 
vish to do so. As part of the questionnaire you will be asked to enter a personal code and keep note of this. This 
should only be identifiable to you. Should you wish to withdraw your data later on, this code will be used to 
dentify your data. The data will then be deleted from the database. If you do not supply a personal code, I will 
lot be able to find and delete your data. If you wish to withdraw from the study then you can contact me on the 
;mail address below.
What will happen to the results?
\  summary of the results will be sent to each team manager for those involved to read. The results of the study 
vill be written up and submitted as part of my research studies on a Doctorate course in Clinical Psychology, 
fhe results will also be submitted for publication in peer-reviewed journals.
[f you have decided to take part in this study please click on this link below.
Completing and submitting this questionnaire indicates that you have consented to take part in this study. 
Further Information/ Complaints
For further information about the study, you can email me, Emma Peart, at nsn 1 ep@surrev.ac.uk. If you have 
my concerns about any aspects of the study, you can email me at the above address and I will do my best to 
mswer your questions. If you remain unhappy you can make a complaint through the NHS complaints 
procedure.
fhis research was ethically reviewed by Essex 1 Research Ethics Committee.
fhank you for taking the time to consider taking part in this study, 
fours Sincerely 
Emma Peart
frainee Clinical Psychologist 
fhe University of Surrey
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Prize Draw Protocol.
1. On completing the questionnaire, the individual will be directed to another web page that will provide 
some information about the prize draw and will ask them to enter their email address if they wish to be 
entered into the draw. k
2. The email addresses will be stored on a separate database to the participant’s data in order to preserve 
anonymity.
3. The database will collect IP addresses. This will help determine whether someone is completing several 
questionnaires and then submitting them in order to increase their chances of winning the prize draw. It 
is possible that the same IP address would appear more than once, as many clinicians in the NHS use théD 
same computers. However, if the IP address appears more than 5 times, the data will be deleted.
4. Anonymity is still preserved as the IP address can not be tracked back to a specific computer.
5. Robot text will be used, which will prevent the survey appearing in search engines such as Google.
6. The level of encryption used for the database will be equivalent to that used for credit cards to prevent 
fraudulent acts.
7. Once the data collection is complete an email address will be randomly generated by the computer.
8. The individual will be contacted via the email address provided to inform them that they have won the 
prize. They will then be asked to forward a postal address for the prize to be sent to.
9. The prize will be sent by recorded delivery. The winner will be required to sign for the prize.
10. The prize draw will be audited against this protocol by the Director of the Doctorate in Clinical 
Psychology- Mary John.
APPENDIX I 
NHS ETHICAL APPROVAL
f m / F
National Research Ethics Service
Essex 1 Research Ethics Committee
(Note: ESSEX 1 and ESSEX 2 REC's are an amalgamation of 
South Essex, North & Mid Essex and West Essex REC’s)
Level 9 Term inus H ouse The High 
Harlow E ssex  GM20 1XA
Tel/Fax: 01279 694917 
Email: ltz.w riqhton@ eoe.nhs.uk
24 O ctober 2007
Miss Em m a J  P ea rt 
T rainee Clinical Psychologist 
University of Surrey  
D epartm ent of Psychology 
University of surrey  
Guildford 
GU2 7XH
Dear Miss Peart
Full title of study: An investigation into how training and experience effects
clinical decision making in community mental health 
staff.
REC reference number: 07/H0301/98
T he R esea rch  Ethics Com m ittee reviewed th e  above application a t th e  m eeting held on 18 
O ctober 2007. Thank you for attending to  d iscu ss  th e  study.
Ethical opinion
1. W ritten confirmation is req u ested  a s  to how anonymity will be kept w hen offering a  prize, 
and  to  how th e  prize system  will be audited.
2. Clarification on indemnity is required.
3. H eaded  p ap er should be u sed  for all docum entation going to  potential participants, with 
version num bers and  d a tes.
4. The Participant Information Sheet:
a. The statement in that states this could further your career should be changed or 
omitted.
b. T he word 'can 't' should be changed  to /w o n t' identify...
c. Should s ta te  th a t this study h a s  b een  ef/7/ca//y review ed by this Com m ittee.
d. Should contain m ore information on th e  prize draw.
e. Should m ake it c lear tha t com pleting and  submitting the  questionnaire 
constitu tes consent.
f. Standard paragraphs should be used, such as reference to anonymity, how data 
is stored, right to withdraw, etc (see NRES website).
5. Confirmation is required a s  to  w hether team  leaders will be included in th e  study or 
excluded.
6. V ignette 5  n e e d s  to  be proof read.
7. T he num bering on the  questionnaire should be proof read.
T he m em bers of th e  C om m ittee p resen t gav e  a favourable ethical opinion of th e  above 
resea rch  on th e  b asis  described  in the  application form, protocol an d  supporting 
docum entation. Subject to the above minor amendments being undertaken and 
revised documentation sent to this office.
This Research Ethics C om m ittee is an advisory com m ittee to  East o f  England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National P atientSafety A gency and Research Ethics Com mittees in England
‘ » '  
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Ethical review of research sites
involved in the research.
Conditions of approval
The favourable opinion is given p ro v id ed  that you comply with the conditions set out in the
attached document. You are advised to study the conditions carefully.
Approved documents
The documents reviewed and approved at the meeting were:
Version
Application
29 Septem ber 2007
investigator CV
29 Septem ber 2007
Protocol
Covering Letter
29 Septem ber 2007
Letter from Sponsor
24 S eptem ber 2007
Questionnaire .
Participant Information S heet
C ase  vignettes 1-7 r  _
Supervisor cv
25 Septem ber 2007
R&D approval
You should arrange for the R&D office at all relevant NHS care organisations to be notified 
that the research will be taking place, and provide a copy of the REC application, the 
protocol and this letter.
All researchers and research collaborators who will be participating in the research at a 
NHS site must obtain final approval from the R&D office before commencing any research
procedures.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet
Statement of compliance
( J W y ^ o ^
Procedures for Research Ethics Committees in the UK.
After ethical review
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Here you will find links to the following
a) Providing feedback. You are invited to give your view of the service that you have 
received from the National Research Ethics Service on the application procedure, if 
you wish to make your views known please use the feedback form available on the 
website https://w\vw.nationaIres;.org.uk/Ar)DFonTi/Mod»les/Feedback/EthicalReview.aspx.
b) Progress Reports. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
c) Safety Reports. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
d) Amendments. Please refer to the attached Standard conditions of approval by 
Research Ethics Committees.
e) End of Study/Project. Please refer to the attached Standard conditions of approval 
by Research Ethics Committees.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you wouid like to join our Reference Group please email
referenGegrouD@nationaires.org.iik .
07/H0301/98 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Enclosures: List of names and professions of members who were present at the 
meeting and those who submitted written comments
Standard approval conditions
Copy to; Ms Mary John 
Psychology Dept 
The University of Surrey 
Guildford GU27XH
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UNIVERSITY OF
SURREY
Ethics Committee
6 March 2008
Emma Peart
Dept of Psychology
FAHS
An investigation into how training and experience effects clinical decision making 
in community mental health staff 
EC/2008/18/FAHS Fast-Track
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 6 March 2008.
The list of documents reviewed and approved by the Committee under its Fast Track 
procedure is as follows:-
Document Date
Summary of the Project 6 Mar 08
Detailed Protocol 6 Mar 08
Information Sheet 6 Mar 08
Questionnaire/Interview Schedule 6 Mar 08
Protocol Submission Proforma: Insurance 6 Mar 08
Evidence of insurance cover/indemnity, particularly for drug trials 6 Mar 08
Ethics 1 Research Ethics Committee (NHS) favourable opinion notification 6 Mar 08
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research, and with the conditions set out below.
• The favourable opinion from the National Health Service is conditional on the researcher 
complying with the conditions set out by the Essex 1 NHS Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
I would be grateful if you would confirm, in writing, your acceptance of the conditions 
above.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
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Please inform me when the research has been completed. 
Yours sincerely
Aifhee Cox (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee
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Cheshire and Wirra! P= 1 ^
NHS Foundation Trust
Academic Unit 
St Catherine’s Hospital 
Church Road 
Birkenhead
Wirra! 
CH42 OLC 
Tel: 0 1 5 1  604 733% 
Fax: 0151 653 344'
11/6/08
Miss Emma J Peart
Trainee Clinical Psychologist
University of Surrey 
Department of Psychology 
University of surrey 
Guildford 
GU2 7XH
Dear Emma,
p a - Resea^ h  Governance Decision Le
May I wish y o u  every success with your research.
Yours sincerely ^
cc :
Enc:
R e s e a r c h  G overnance Sponsor
Employing Organisation
t i m S ^ a h o n
TrustTECH Leaflet Version
STEP 5 110]
T> -  1 NI TS Foundation
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Lincolnshire Partnership
NHS Foundation Trust
Frainee Clinical Psychologist 
Department of Psychology 
J ni versity of Surrey 
Suildford 
3U2 7XH
'our ref: EP/AL/19.06.08
Dur ref.
Date: 19th June 2008
diss Emma JJPeart
Research and Effectiveness Unit 
Lincolnshire Partnership NHS Trust 
Faculty of Health, Life and Social Sciences 
Room 8, Witham House 
University of Lincoln
LN6 7TS
Tel: 01522 837030 
Email: Gill.Thompson@lpt.nhs.uk
Dear Emma
Re:
Title of Study:
Project Reference: 07/H0301/98
An investigation into how training and experience effects clinical 
decision making in community mental health team staff
Trust approval has now been granted for the above study. In addition to your ethics approval, 
we are pleased to notify you that you may commence your research.
W e may contact you from time to time to monitor progress with your work, if the research is 
terminated or you complete this work, please let the research and effectiveness office know so 
they can amend their records.
Do contact us if you require any further advice.
Yours sincerely,
•):>
Gill Thompson
Research and Audit Assistant
206
■V
MRP
study which will provide you with the opportunity to let us know of any 
problems you may be having. We will also ask you for some information at 
the end of your study.
Could we also remind you that your current indemnity arrangement expires 
on the 31st July 08. Please could you provide us with proof of indemnity for 
the remainder of your study past this date.
Please keep this letter with you during the course of your research to 
confirm that you have Directorate and RMG Dept, approval, to gain access 
to the areas where your research is taking place. If you or-others have 
concerns they can contact the RMG department on 0115 9934543 or mobile 
07747 030196 or by email to jayne.simpson@nottshc.nhs.uk.
Yours sincerely
Jayne Simpson MSc
On behalf of Prof Chris Evans and Trust RMG Department
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NHS Trust
Research and Development Directorate 
Wonford House Hospital 
Dryden Road 
EXETER EX2 5AF
Tel: 01392 403462/421 
Fax: 01392 403445
Email: jayneclarke@nhs.net
www.sword.nhs.uk
21 April 2008
Miss Emma J Peart 
Trainee Clinical Psychologist 
University of Surrey 
Department of Psychology  
University of Surrey 
Guildford 
GU2 7XH
Dear Miss Peart
Re: Study R&D Code: DPT0146 (REC Code: 07/H0301/98) An investigation into how 
training and experience effects clinical decision making in community mental health
staff : ;--------
I have reviewed the Trust R&D file for your study and am happy to give approval on behalf of 
the Devon Partnership NHS Trust.
You are reminded that you must report to the R&D office any a d verse  ev en t or ser io u s  
incident, whether or not you feel it is serious. You are required to submit to the R&D office a 
final ou tco m e report on completion of your study, and to provide interim reports on progress 
a s requested. Should publications arise, please send copies to the R&D office, Wonford 
House for inclusion in the study's R&D file and the Trust's research publications library.
I would also like to remind you of the responsibilities of anyone who conduct research within 
the NHS, which are: -
1. Work must be carried out in line with the research governance framework, which 
details the responsibilities for everyone involved in research;
2. The Data Protection Act requires that you follow the eight principles of ‘good  
information handling' a s summarised in the guide for staff.
3. You must be aware of, and comply with Health and Safety standards in relation to 
your research
More information about these  responsibilities is available from the R&D Office.
With best w ishes for a successfu l study.
You
Dr P e i e r  A itK e n  
Director o f R&D
cc Essex 1 Research Ethics Committee
WMF 005
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North East London [ M ll 
Mental Health NHS Trust
Research and Development Department
l 8t Floor 
Maggie Lilley Suite 
Goodmayes Hospital 
Barley Lane 
Goodmayes 
Essex
Tel: 0844 600 1200 ext. 4453 
Fax: 0844 493 0289
Thursday, 1st May, 2008
Miss Emma Peart 
Psychology Department 
University o f Surrey 
Guildford 
G U 27X H
Dear Emma,
RE: The Impact of Training and Experience on Clinical Decision Making in Community Mental 
Health Teams.
I am pleased to confirm that the above named project has been granted R&D approval and 
indem nity by Professor Orrell, Director o f NELM HT Research and D evelopm ent Department. 
Good luck with the project.
Yours sincerely,
Sandeep Saiidlm
R&D Academic Administrator
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§ f  S o m e r s e t  P a r t n e r s h i p  1ÆIM
. a z :  . % MHS and Social Care Trust
Research & Development Team 
Somerset Partnership NHS & Social Care Trust
2nd Floor, Mallard Court 
Express Park, Bristol Road 
Bridgwater 
Somerset 
TA6 4RN
Tel: 01278 432033 
Fax: 01278 432099
Our ref: SPT031 
7th May 2008
Miss Emma Peart 
Trainee Clinical Psychologist 
University of Surrey 
Department of Psychology 
Guilford 
GU2 7XH
Title of Study : An investigation into how training and experience effects clinical 
decision making in community mental health staff
Dear Miss Peart
I have received the application and ethics approval letter for your study and I am happy to give 
approval on behalf of the Somerset Partnership NHS & Social Care Trust.
You are reminded that you must report any adverse event or serious incident whether or not 
you feel it is serious, quoting the study reference number. This requirement is in addition to 
informing the Chairman of the Local Ethics Committee. You are also required to submit to the 
Research & Development Lead (James Marriott) a final outcome report on completion of your 
study, and if necessary to provide interim annual reports on progress. Should publications arise, 
please also send copies to James Marriott for inclusion in the study's R & D file.
I would also like to remind you of the responsibilities of anyone who conducts research with the 
NHS, which are:
•  You must ensure that you understand and comply with the requirements of the NHS Code of 
Confidentiality
(.http://www.somerset.nhs.uk/sompar/policies/finance/Confidentialitv% 20Policv% 20Auaust
% 2 0 2 0 0 7 .D d fV
•  The Data Protection Act requires that you follow the eight principles of good information 
handling as summarised in the guide for staff. Furthermore you should be aware that under 
the Act, unauthorised disclosure of information is an offence and such disclosures may lead 
to prosecution.
•  Work must be carried out in line with the Research Governance Framework which details the 
responsibilities for everyone involved in the research
With best wishes,
Yours sincerely
James Marriott
Research and Development Lead
MRP
North East London f r / g f e f
Mental Health NHS Trust
Research and Development Department
1st Floor 
Maggie Lilley Suite 
Goodmayes Hospital 
Barley Lane 
Goodmayes 
Essex
Tel: 0844 600 1200 ext. 4453 
Fax: 0844 493 0289
Thursday, 1st May, 2008
Miss Em m a Peart 
Psychology Department 
U niversity o f Surrey 
Guildford 
GU2 7X H
Dear Emma,
RE: The Impact of Training and Experience on Clinical Decision Making in Community Mental 
Health Teams.
I am pleased to confirm that the above named project has been granted R&D approval and 
indem nity by Professor Orrell, Director o f NELM HT Research and Developm ent Departm ent. 
Good luck with the project.
Yours sincerely,
Sandeep Saudlm
R&D Academic Administrator
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# Manchester Mehta I Health and Serial Care TrustMAMCHESTO
Single P oint Submission for R&D Approval 
for all North West Mental Health Research
21/05/08
Research & Development Office
Manchester Mental Health & Social Care Tn
Room N.3.FC027, 3rd Floor
Rawnsley Building
M anchester Royal Infirmary
Hathersedge Road
Manchester
M13 9WL
0161 2763328
Ms Emma Peart 
O/O Department of Psychology 
Faculty of Arts & Human Sciences 
University of Surrey 
Guilford.
Surrey 
GU27XH
Dear Emma
Re: Research Governance Decision Letter
Project Reference:0723 
Unique SPS Identifier: 0723
Project Title: An investigation into how training and experience effects clinical 
decision making in community mental health staff.
Further to your request for research governance approval, we are pleased to 
inform you that this Trust has approved the study.
Trust R&D approval covers all locations within the Trust, however, you should 
ensure you have liaised with and obtained the agreement of individual 
service/ward managers before commencing your research.
Please take the time to read the attached ‘Information for Researchers -  
Conditions of Research Governance Approval’ leaflet, which give the conditions 
that apply when research governance approval has been granted. Please contact 
the R&D Office should you require any further information. You may need this 
letter as proof of your approval.
May I wish you every success with your research.
Yours sincerely
De'ana K e fly ^
Research & Development Manager
212
STEPS [101 Version 1
MRP
Greater Manchester West
Mental Health NHS Foundation Trust
Single Point Submission for R&D Approval 
for all North West Mental Health Research
Research & Development Office 
Room 109, Harrop House 
Bury New Road 
Prestwich 
Manchester M25 3BL14 May 2008
Tel: 0161 772 3591/3954
Ms Emma Peart 
Trainee Glinical Psychologist
Email: kathrvn.harnev@.qmw.nhs.uk 
iennifer.hiqham@.qmw.nhs.uk
Dept of Psychology 
University of Surrey 
Guildford 
GU27XH
Dear Ms Peart
Re: Research Governance Decision Letter
Project Reference: 533 
Unique SPS Identifier: 07,33
Project Title : An investigation into how training and experience effects clinical 
decision making in community mental health staff.
Further to your request for research governance approval, we are pleased to inform you that 
this Trust has approved the study.
Trust R&D approval covers all locations within the Trust, however, you should ensure you have liaised 
with and obtained the agreement of individual service/ward managers before commencing your 
research.
Please take the time to read the attached ‘Information for Researchers -  Conditions of 
Research Governance Approval' leaflet, which give the conditions that apply when research 
governance approval has been granted. Please contact the R&D Office should you require 
any further information. You may need this letteras proof of your approval.
May I wish you every success with your research.
Yours sincerely
Dr Stephen Colgan 
Medical Director and R&D Lead
cc : University of Surrey, Research Governance Sponsor (m.john@surrey.ac.uk)
Enc: Approval Conditions Leaflet
Induction & ID Badge Information, TrustTECH Leaflet
J f i i M
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Chair: Julia Chapman-Barker Chief Executive: Bev Humphrey
MRP
........... «gr .......
Suffolk 
County Council
SMHPT Trust Approval Letter 060314 V0.03
Miss Emma Peart 
Trainee Glinical Psychologist 
University of Surrey 
Guildford 
GU27XH
Suffolk
Mental Health Partnership NHS Trust
Research & Development Office 
Post Bag Code N005
The Ipswich Hospital 
Heath Road 
Ipswich 
Suffolk 
IP4 5PD
Tel: 01473 704343 
Email: research.office@ipswichhospital.nhs.uk
Date 15 May 2008 
Our Reference 2008/032
Dear Miss Peart
Project Title: An Investigation into how training and experience effects clinical decision making 
in community mental health staff 
R&D Ref: 2008/032
• The Principal Investigator is
Where a local Principal Investigator 
has not been appointed the Local 
Collaborator will take on the 
responsibilities of the Principal 
Investigator 
« The Research Sponsor is
• Funding
• The Project had ethical approval
• The approved Protocol is
• The R&D application form
Miss Emma Peart
University of Surrey 
Non-Commercial Externally Funded 
University
Date: 24 October 2007 
REC Ref:07/H0301/98 
Date: Undated 
Date: 20/09/07
Signature of Principal Investigator
I am pleased to confirm that the above project has Suffolk Mental Health Partnership Trust Approval. p
The standard terms and conditions of approval given below apply. These implement the Department 
of Health requirements for the governance of research1. Please read these carefully and feel free to 
seek clarification from the Research Office, if required.
1) The approval is only valid for the research described in the submission to Trust and has 
been approved by the relevant Research Ethics Committee.
2) This approval is only valid if the research commences within one year of the approval 
date given above.
. 1 Available from the Department of Health website http://www.dh.aov.uk/PolicvAndGuidance/ResearchAndDevelopment/fs/en or from the 
R&D Office on request
All correspondence relating to Research must be addressed to the R&D Office 1 of 4
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3) The Investigator is responsible for notifying the Research Office immediately of any 
information received by him/her or of which he/she becomes aware which would cast 
doubts upon, or alter, any information contained in the original application, or a later 
amendment application, submitted to the Research Office and/or which would raise 
questions about the safety and/or continued conduct of the research.
4) The Investigator must inform the Research Office of any Serious Adverse Events to any 
local participants in research within 24 hours of such events happening/the investigator 
learning about them. This requirement is in addition to any duties the Investigator has to 
the Ethics Committee or the Sponsors of the research. It is necessary to adhere to this 
condition to fulfil the Trust Risk Management Procedures. The Investigator must also 
comply with Trust incident reporting mechanisms.
5) Any grant applications or requests for funding attached to this project are submitted to the 
Research Office and are managed in accordance with the Trust’s financial policies and 
procedures.
6) The Investigator adheres to all the Research Ethics Committee terms & conditions. (This 
applies to local and no local investigator studies).
7) The Investigator will refer proposed amendments to the Research Office and obtain the 
Trust's approval prior to implementation (except in cases of emergency where the welfare 
of the subject is paramount). This is in addition to your responsibility to the MREC and /or 
Local Research Ethics Committee.
8) The Investigator accepts responsibility to comply with the requirement to furnish the 
Research Office with details of the progress of the research project submitted on an 
Annual / Final Monitoring Report Form at intervals of one year unless specified by the 
Trust. If a research project is discontinued, the Research Office must be informed and an 
Annual / Final Monitoring Report Form submitted. This is in addition to any requirements 
from the Research Ethics Committee, though you may use the monitoring form required 
by the Research Ethics Committee.
9) The Investigator complies with the roles and responsibilities of the researcher and actively 
monitors other members of the research team as outlined in the Research Governance 
Framework:
Responsibilities Of Researchers
Researchers bear the daytoday responsibility for the conduct of research. They are 
responsible for:
• ensuring that any research they undertake follows the current version of the 
agreed protocol (or proposal);
• helping care professionals to ensure that participants receive appropriate 
care while involved in research;
• reporting any adverse drug reactions or other adverse events;
• protecting the integrity and confidentiality of clinical and other records and 
data generated by the research; and reporting any failures in these respects, 
or suspected misconduct, through the appropriate systems.
Responsibilities Of Investigators And The Chief Investigator
A senior individual must be designated as the chief investigator for any research 
undertaken in or through the NHS or social services, which involves participants or their 
organs, tissue or data. This person normally takes responsibility for the conduct of the 
research at a site, and is accountable for it to their employer, and through them to the 
sponsor of the research. The chief investigator is also directly accountable to the care 
organisation(s) where the research takes place (or through which the research team 
has access to participants, their organs, tissue or data). If the research is at more than 
one site, the chief investigator takes on personal responsibility for the design, 
management and reporting of the study, coordinating the investigators who take the 
lead at each site.
Chief investigators must have suitable experience and expertise in the design and 
conduct of research so that they are able either to
All correspondence relating to Research must be addressed to the R&D Office 2 o f 4
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•  u n ü en aK e  u ie ucoiyu ,
.  tea d ïn d m n a g è  o tto V w T S g a te d  responsibility for some of these 
aspects.
e s e a r c h  in h ea lth  o r socia l c a re , th e  ch ief in v es tig a to r is re sp o n s ib le  for en su rin g
3ll°.Winf h e  re s e a rc h  te a m  g iv es  priority a t all tim e s  to  th e  dignity, rights, sa fe ty  an d
w ellbeing  of partic ipan ts.
•  The study complies with all legal and ethical requirements.
•  T h e  r e s e a rc h  is carried  ou t to  th e  s ta n d a rd s  in th is re s e a rc h  g o v e rn a n c e
th e  s tudy , a n d  th e ir qualifications a re  d o cu m e n te d .
.  E a c h  in v es tig a to r in a  clinical trial involving m e d ic in e s  is aw a re  of h is/her
legal d u tie s . . . , ___ .
• Students and new researchers have adequate supervision, support and
.  T h e  C hief E xecu tive  of th e  c a re  o rg a n is a t io n s )  involved a n d /o ra n y  o th e r
.  w h e n  a  s tu d y  involves partic ip an ts  u n d e r  th e  c a re  of a  doctor, n u rse  or 
socia l w orker for th e  condition to  w hich th e  s tu d y  re la te s , th o se  ca re  
p ro fe ss io n a ls  a re  inform ed th a t th e ir p a tie n ts  o r u s e r s  a re  being invited to  
p a rtic ipa te , an d  a g re e  to  re ta in  overall responsib ility  for th e irc a re .
•  W h en  th e  re s e a rc h  involves a  se rv ice  u s e r  or c a re r  o r a  child, looked a fte r o r 
rece iv ing  se rv ic e s  u n d e r th e  a u s p ic e s  of th e  local authority , th e  a g en cy  
d irec to r or h e r  d ep u ty  a g re e s  to  th e  p e rso n  (an d /o r th e ir ca re r) being invited 
to  p artic ipa te , a n d  is fully a w are  of th e  a r ra n g e m e n ts  for dealing  with any  
d isc lo su re s  or o th e r re lev an t inform ation,
.  Potentialparticipantsandotherserviceusersandcarersareinvolvedmthe
design and m a n a g e m e n t of th e  s tu d y  w h e n e v e r  ap p ro p ria te .
• T h e  s tu d y  is sub m itted  for e th ics  rev iew  an d  it d o e s  no t s ta r t  w ithout a  
fav o u rab le  opinion, an d  th e  re s e a rc h  te a m  a c ts  on any  cond itions a tta c h e d
to  th e  e th ic s  opinion. „ _
.  U n le ss  p artic ip an ts  or th e  e th ic s  opinion s a y s  o th erw ise , p a rtic ipan ts c a re  
p ro fe ss io n a ls  a re  g iven any  inform ation directly re lev an t to  the ir c a re  th a t
a r is e s  in th e  re se a rc h .
•  U n le ss  u rg e n t sa fe ty  m e a s u re s  a re  n e c e s s a ry , th e  re s e a rc h  follows th e  
p ro tocol o r p ro p o sa l a g re e d  by th e  re lev an t r e s e a rc h  e th ic s  com m ittee  an d
by th e  sp o n so r.
• S u b s ta n tiv e  c h a n g e s  to  th e  protocol o r p ro p o sa l a re  su b m itted  for eth ical 
rev iew  a n d  for th e  sp o n so r’s  a g re e m e n t. T h e s e  a m e n d m e n ts  a re
im p lem en ted  only w h en  ap p ro v ed .   .. . ^  ..
e : C on tro lled  trials a re  reg is te red , an d  for clinical trials involving m ed ic ines, th e  
re s e a rc h  follow s any  cond itions im p o sed  by th e  licensing  authority.
•  P ro c e d u re s  a re  kep t in p lace  to  e n s u re  collection of high quality, a c c u ra te  
d a ta  an d  th e  integrity an d  confidentiality  of d a ta  during  p ro c e ss in g  and
.  Arrangements are kept in place for the management of financial and other
resources provided for the study, including for the management of any
in te llectual p roperty  arising. . .
.  Reports on the progress and outcomes of the work required by the sponsor,
fu n d e r s , or  o th e r s  w ith  a  le g it im a te  in te r e s t  a r e  p r o d u c e d  o n  t im e  a n d  to  a n
a c c e p ta b le  s ta n d a rd . 216
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• T h e  findings from th e  work a re  o p en ed  to  critical review  th rough  the  
a c c e p te d  scientific and  professional ch an n e ls .
* T h e  ch ief investigator a c c e p ts  a  key  role in de tec tin g  an d  preventing 
scientific m isconduct by adopting th e  role of g u a ra n to r  o n  published  outputs.
.  O n ce  es tab lish ed , findings from th e  w ork a re  d isse m in a te d  prom ptly an d  fed 
b ack  a s  app rop ria te  to  participants.
* T h e re  a re  app rop ria te  a rran g em en ts  to  arch ive th e  d a ta  w hen  th e  re se a rc h  
h a s  fin ished, and  to  m ake it a ccessib le .
•  All d a ta  an d  docum enta tion  a sso c ia te d  with th e  s tu d y  a re  available a t th e  
re q u e s t of th e  inspection  and  auditing au thorities.
10) T he Investigator re c o g n ise s  an d  a c c e p ts  th a t th e  re se a rc h  project m ay b e  su b jec t to 
audit, e ith e r a s  part of ‘routine or 'for c a u s e ' audit activity. T his is in recognition of th e  
NHS o rg an isa tio n ’s  responsibility  to audit a  minimum of 10%  of re se a rc h  pro jec ts in o rd er 
to  m ee t th e  D ep artm en t of H ealth’s  re se a rc h  g o v e rn a n c e  req u irem en ts .
11) Glinical trials w hich fall u n d e r th e  M edicines for H um an U se  (Glinical Trials) R egulations 
2004  (also  know n a s  th e  Clinical Trials Directive 2 0 0 1 /20/E C ) will b e  su b jec t to  m andato ry  
inspection  by th e  M edicines and  H ealthcare  P ro d u c ts  R egu la to ry  Authority.
12) T he investiga to r inform s th e  R e se a rc h  office of any  publications arising from th e  s tudy  
(m em b ers  of th e  C onsortium  T rusts  and  its partners).
13) It is th e  responsibility  of th e  Investigator to be  fam iliar with an d  com ply with th e  Policies 
to m a n a g e  H ealth  and  S afe ty  an d  Risk / Incidents a t T rust.
14) T he Investigator re c o g n ise s  th a t th e  a g re e m e n ts  a n d  ‘a p p ro v a l’ g ran ted  by th e  T rust 
apply to  re se a rc h  activity on T rust p rem ises  involving p a tien ts , an d  their t is su e s  or 
records, clients, s taff and  NHS serv ices . It d o e s  not apply  to  p a tien ts  w ho a re  being 
tre a te d  privately no r d o e s  it ex tend , for exam ple , to  socia l se rv ic e s  or local educa tion  
serv ices. S e p a ra te  a g re e m e n ts  to conduct re se a rc h  / negotia tion  for a c c e s s  will b e  
required  for th e s e  se c to rs
15) T he Principal Investigator m ust a lso  e n su re  that:
a) T he re se a rc h  te a m  a re  ad eq u a te ly  tra ined  to fulfil the ir re se a rc h  du ties. In th e  ev e n t th a t 
th e  re se a rc h  te a m  includes a  p e rso n  w ho is not em ployed  by th e  T rust th en  appropria te  
a rra n g e m en ts  m u st b e  in p lace  to  e n su re  com pliance  with T ru s t HR Policy. T h is  m a y  
re q u ire  th e  i s s u e  o f  a n  H o n o ra ry  C o n tra c t  a n d  th is  is  th e  re s p o n s ib il i ty  o f  th e  
P rin c ip a l I n v e s t ig a to r  to  a r ra n g e . T he R e se a rc h  Office w ould b e  happy  to provide 
a s s is ta n c e  if re q u e s te d .
b) For com m ercial re se a rc h  only: cop ies of th e  c o n se n t form  a re  s e n t to b e  s e n t to th e  
R e se a rc h  office within tw o w eek s  of obtaining them . T his is to  help  with financial 
m onitoring.
If you and /o r your re se a rc h  team  h av e  not had  G ood Clinical P rac tice  (G C P) training, p le a se  co n tac t 
th e  R esea rch  Office w ho a re  arrang ing  in -house  training with a n  ex ternal tra in er for re se a rc h  active
staff.
May I tak e  this opportunity to w ish you well with this p iece  of re se a rc h .
Y ours sincerely
Lisa Llewelyn (Mrs)
H ead  of th e  C en tre  for Clinical E xcellence 
Suffolk M ental H ealth P a rtn e rsh ip  T rust
All correspondence relating to Research must be addressed to the R&D Office 
(see address at top o f letter)
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f) Re: Urgent query regarding research - Windows Internet Explorer
jg. https#tlook2003,surrey,ac,i -10 ,B i?C m d=op v I a
i i . 4 S - S X  * >
Ion 009:24,
From:
To:
Cc:
Subject;
Attachments:
Tim Gale [t,gale#erts.ac,uk]
Peart EJ Mss Psychology)
Re: Urgent query regarding research
Sent: M18M2008 16:20
Hi Em m
OK: though I ani quite surprised because I know that our local ethics committee always issues a final letter of approval 
Anyway I don't want to create bureaucracy for the sake of it - the survey is all very straightforward and I don't see any 
problem in you contacting CMHT leads in Hertfordshire Partnership Trust. If it is helpful you can say in the e-mail that you 
have run it past me. I hope you get a good response from our Trust.
Best wishes
p.s. I did start the survey just to have a look at the vignette but did not enter any responses.
I don't see any problem
On 18 Apr 200S; at 11:58, <E.Peartisurrey.ac.uk> wrote:
)M R P
hew
■£r h ttp s://ouijook2ü03,surrey ,a c ,uk/exdiange/psp  Iep/U e5ear*/U rgent% ZO query% ZOregarding% 20researdi,EML?Cmd=open
^ R e p ly  ^ R e p ly  to a l l F o r w a r d ! ^  12^ ^  X  ^  I ® H e lp
 ^ ^ ^ ^ -----------
Urgent query regarding research - Windows Internet Explorer
H  You replied on 02/05/2QÛ8 11:48, 
Follow up_ _ _ _ _ _ _ _ _ _ _ _ _ _ _
From:
To:
Cc:
Subject:
Attachments:
Courtney, Duncan [Duncan, Courtney th u m b e r , nhs.uk] 
P eart EJ Miss (PG/R -Psychology)
Walker, Stephen
Urgent query regarding research
Sent: Fri # 4 / 2 0 0 8  13:58
Hi Emma
you contacted Steve Walker regarding this study, and he's forwarded the message to me.
I think we can approve your study, having read the protocol - it’s entirely voluntary on the part of staff. Ill send a formal leter next 
week.
One point - you say you will be staggering the data collection process. If you could let me know a couple of weeks before you 
approach our team leaders. 111 let them know that they should expect your call and encourage them to participate - will this be 
possible?
Kind regards 
Duncan
Duncan Courtney
A
Done Unknown Zone (Mixed) % 100%
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M R P
I ê  https://outiook2003.surrey,ac,uk/exchange/psplep/Research/RE:%20Urgent%20Research%20enquiry-17.EMLPCmd^open
i Reply î Reply to alliü » F o rw ard ^
RE: Urgent Research enquiry - Windows Internet Explorer
0  You replied on 18/04/2008 13:38.
From:
To:
Cc:
Subject:
Attachments:
Dear Emma,
Lambert, Gill [Gili.Lambert@iop.kd.ac.uk] 
Peart EJ Miss (PG/R - Psychology)
RE: Urgent Research enquiry
Sent: Fri 18/04/2008 13:30
Apologies yes it would be me I must have misread you message as asking for general advice, I think to save you some time 
and given the lack of contact we would say that this did not require R&D approval
Apologies for the confusion.
With best wishes
Gill Lambert
W*WWWWWWWW*WW*WWWWWWWW**WWWW»*******WWWWWWW**WWWWWW
Gill Lambert
Research Governance/Clinical Trials Facilitator 
SLaM/IoP R&D Office 
Room W 1.OS
.  ^
Done Unknown Zone (Mixed) 100%
2 2 0
/ .  RE: Urgent query regarding research - Windows Internet Explorer
https://outlook2003.surrey.ac.uk/exchange/psplep/Research/RE:%20Urgent%20query%20regarding%20research-4.EML?Ond=open
^Reply|^ReplytoallL^Forward'  ^ A  X '■>
0* You forwarded this message on 16/05/2008 12:35.
McDonald Paul [Paul.McDonald@bsmht.nhs.uk] 
Peart EJ Miss {PG/R - Psychology)
Sent: Fri 18/04/2008 08:48From:
To:
Cc:
Subject: RE: Urgent query regarding research
Attachments:
From : McDonald Paul [m ailto:Paul.M cDonald@ bsm ht.nhs.uk]
S e n t :  Fri 4 /18 /2008  8:35 AM 
To: Peart EJ Miss (PG/R - Psychology)
S u b je c t :  RE: Urgent query regarding research
Hi Emma
Many thanks for your e-mail I think we can help -  we place too many barriers on researchers these days I would ask you to 
confirm two things
1. the study has received full NHS ethics approval
2. the University of Surrey will indemnify the study
; If you do this then OK -  crack on with our very best wishes.
Paul
Dr Paul McDonald PhD AFBPS 
Research Manager
"R■M'IT-WIrrtl-1*V1 Vr Ç,-U<l-ni11 V fû .- i t- i l  t-T a 'sW ', A T T Ç  T .-11.-+
—
Done leaei Unknown Zone (Mixed) % 100%  ’
s ta rt Removable... t§ | Results - Mi...
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f. RE: Urgent Research enquiry - Windows Internet Explorer
2  h ttps://ouyook2003 .surrey.ac.uk /'exchange/psplep^esearch/R E :% 20% 20U rgen t% 20R esearch% 20enquiry.B 4L ?C m d=open
0  You replied on 17/04/2003 15:01,
David,Clarke @ leicspart,nhs.uk  [David,Clarke@ leicspart.nhs.uk] 
P eart EJ Miss (PG/R - Psychology)
RE: U rgent Research  enquiry
Sent: Thu 17 /04 /200814:58From:
To:
Cc:
Subject:
A ttachm ents:
Hi Emma
It would require R&D Approval from us yes - however, there are no additional hurdles to jum p so far as I am concerned. The 
information you have supplied is more than sufficient for me to agree in principle to give MHS Permission to Conduct Research as 
required under the research governance framework. I will write formally to confirm this in due course but please consider th is e- 
mail as tacit permission to go right ahead with your study.
kind regards
Dave
Dr. Dave Clarke
Associate Director (Research B Development)
Leicestershire Partnership NHS Trust
B  Tel: (0116) 225-3743 0  07721 672436
M  EMai: david.clarke@ leicspart.nhs.uk <mailtQ:david.clarke@leicspa[t.nhs uk>
— ----------------------------------
<
M R P
RE: Urgent query regarding research  - W indows in tern et
https://outiook2003.surrey.ac. 
Q ,  Reply
fpsplep/Research/RE:%20UrgentD/=20query%20regarding%20research-3,EML?Cmd=open
A  . 3 } 4  X ^  I # H d p _ _ _ _ _ _ _ _ _ _ _ _ _  ; _
0  You replied on 17/04/2008 14:31.
From:
To:
Cc:
Subject:
Attachments:
Hostidc,Tony pony,Hostick@rdash.nhs,uk] 
Peart EJ Miss (PG/R - Psychology)
RE: Urgent query regarding research
Sent: Thu 17/04/2008 14:26
am
M y view  is no.
I rece iv e  lo ts  of t h e s e  ty p e s  of su rv e y  to  a n s w e r  b o th  for m y s e lf  an d  on b e h a lf  of th e  T ru s t. 
T ru s t R&D ap proval is not s o u g h t  for a n y  of th e m  an d  I c a n  c h o o s e  to  re s p o n d  or not
T o n y
 O rig inal M e s s a g e —
From: E .P e a r t@ s u rre y .a c .u k  [ m a il to :E .P e a r t@ s u r re y .a c .u k ]
S e n t :  17  April 2 0 0 8  1 4 :2 2  
T o :  B ostick , T o n y
S u b j e c t :  U rg e n t q u e ry  re g a rd in g  r e s e a rc h  
D e a r  T o ny ,
I w a s  w o n d e rin g  if y o u  m ig h t b e  a b le  to  h e lp  a n s w e r  m y  q u e s t io n . I w e n t th ro u g h  th e  c e n tra l  a llo c a tio n  s y s t e m  to  g e t  
e th ic a l  ap pro va l for m y  r e s e a r c h .  It w a s  e x e m p t from  th e  s i te  sp e c if ic  a p p lic a tio n  p r o c e s s  a s  it is  j u s t  an  em a il su rv e y . T h e  
r e s e a r c h  is  loo k in g  a t h ow  tra in in g  a n d  e x p e r ie n c e  in f lu en ce  c lin ica l d e c is io n  m a k in g  in c o m m u n ity  m e n ta l  h e a l th  t e a m s .  I 
am  going  to  all C M H T s in E n g la n d  in o rd e r  to  g e t p a r t ic ip a n ts ,  a s  I e x p e c t  r e s p o n s e  ra te  to  b e  fairly  low. T h e re  a re  no  s i te  
sp e c if ic  in v e s tig a to rs . All I p lan  to  do  is c o n ta c t  th e  t e a m  m a n a g e r  w h o 's  d e ta ils  a re  av a ilab le  on  th e  w e b s i te  a n d  th e n  a s k
Done Unknown Zone (Mixed)
Documentl.
2 2 3
M R P
5  Re: FW: Research query - Windows Internet Explorer
https://outiook2003,surrey,ac,uk/exchange/psplep,/Research/Re:%20FW:%20Research%20query-2,EML?Cmd=open
4» Reply #  to ail ^ Forward!^ A  1^ 1^) X______ __ _____________
Enitan Eboda [eeboda@sgul.ac.uk] 
Peart EJ Miss {PG/R - Psychology)
Re: FW: Research query
From:
To:
Cc:
Subject:
Attachments:
sent: w e a  4 /w z u u y  Ï T 3 3  m 
To: P e a r t  EJ M iss (PG /R  - P sych o lo gy ) 
Subject: R e: FW : R e s e a rc h  q u e ry
Emma.
Sent: Thu 10/04/2008 14:32
I have now looked at the protocol and do not think that this requires R&D approval. M y reason for this is that 
it is an anonymous e-mail survey with voluntary participation by Trust staff (ie. no face to face contact), with no 
patient contact or data involved. However, I will be keeping a copy of the protocol and information that you 
have pro tided  on file for future referenc e. If there are any subsequent changes to  the methodology design, eg. 
the recruitment methods, then you w l  be required to notify the Trust so that this decision can be reviewed. If 
you have any other queries in the meantime, please let me know.
Kind regards,
Enitan.
E .Peart'Ssurrey.ac.uk wrote:
T h a n k s  E n ita n .
-------- - . . .   T ry -
Unknown Zone (Mixed) \  100%
2 2 4
M R P
M
#
Fik
f i  RE: RED Approval within Pennine Care MHS Trust - Windows Internet ExplorerMœsÈwmwËiËÈtiËiWÈÈiiËmBÊËmÊmËÈiSÈÈmsÊËmÈÊWÈMÊmMiÈÊmÊKÊÊËiÊÊÊÊmÊmm
g j  https://outiook2003.surrey.ac.uk/exchange/psp lepJ,Research/UE:%20R%26D%20Approval%20,A'ithin%20Pennine%20Care
i 1 i / * 1 XX , I .. ! -.XL^Reply..^Replytoall ^  #H elp
0  You replied on 03/07/2003 10:41.
Innes Carla tcarla.innes@penninecare.nhs.uk] 
Peart EJ Miss (PG/R - Psychology)
Sent: Thu 03/07/2008 09:54
Folder:
- J 1
Ql
0 4
y
# 4
C]
C3
Ca
ca:
L2!
y 1
ü
.J  &
https://outioo
RE: R&D Approval within Pennine Care NHS Trust S  •
From:
To:
Cc:
Subject:
Attachments: 
iu : re o n  EJ iviiss i_ru/K - rsycnuiuyy)
S ubject: RE: R&D Approval within Pennine Care NHS T rust
Dear Emma,
As you are aware. I recently sent your projects to our boroughs for local approval. Unfortunately, the study was not 
approved in Oldham or Rochdale. However, we have recently changed the way we approve research and no longer 
send studies to the boroughs for local approval We now ask the researchers to do this Therefore, you are free to 
approach Bury, Stockport and Tameside regarding your study.
Regarding ethical approval, I only have a letter stating that there are conditions of approval, not that the study is 
actually approved. The L.REC should have sent something through to say that they were happy with the changes 
and the study now has final approval. Could you send this to me for our records?
Please call me if you have any queries
Many thanks
Carla Innes
Pennine Care NHS Foundation Trust 
, n.ic-t cm onaa
Unknown Zone (Mixed) \  100%
2 2 5
M R P
https://outlook2003.5 
^  Reply ^  Reply to aB
urrey .ac.uk/exchange/psplep/R esea
Forward : ^  A  Ô  ^  X
rch/Research % 20project. EMLPCmd =open v  : â  i
0  You replied on 10/06/2003 09:02.
From: Anas,S a lah ü nh tno rth an ts .n hs.u k  [Anas,Sa!ah@nht,northants.nhs.uk] Sent: Mon 09/06/200316:10
To: P eart EJ Miss (PG/R - Psychology)■
Cc:
Subject: Research project
Attachments:
| Hi Emma,
| I'm writing to let you know that your research was noted at the committee 
meeting last week as requested.
Kind Regards,
Simply Improving Services, 2nd July 2008 
Have you Booked your place?
Anas 
; Anas Salah
| Clinical Effectiveness Facilitator 
: Clinical Governance Support Team 
| Sudborough House, 
j St Mary's Hospital 
j London Road 
j Kettering 
I Northamptonshire
Unknown Zone (Mixed) \  100%
j  m m m  m amm m  m tm m aua n m m  i------
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M R P
f,' RE: Research into clinical decision making in cmht's - Windows Internet Explorer
É  https://outiook2003.surreY.ac.uk/exchange/psplep/U%2ûand%20D%20/UE:%2ÛResearch%20into%20dinical%2ûdetision%2ûmaking%20in%2ûcm v  
Reply ; v^i Reply to a\\ ^  Forward ; j i  j t S  X  ’ ■> ^  j S '  Help
From: Claire.Gloverilbnht.northants.nhs.uk [Claire.Glover@nht.northants.nhs.ukj
To: Peart EJ Miss (PG/R - Psychology)
Cc:
Subject: RE: Research into dinical dedsion making in cmht’s
Attachments:
Sent: Tue 29/04/2008 14:15
Thanks Emma,
4 | will ensure that the Clinical Audit and Effectiveness Committee is informed of this research.
1
Many Thanks,
Claire
From: E.Peart@ surrey.ac.uk [m ailto:E .Peart@ surrey.ac.uk]
| Sent: 29 April 2008 11:03 
To: claire.glover@ nht.northants.nhs.uk 
Subject: R esearch into clinical decision making in cm ht's
Dear Claire.
Please find attached the protocol, REC form and approval letter. 
Many Thanks
Done Unknown Zone (Mixed) \  100% -
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